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Abstract 
 
This thesis analyses the service delivery of the Community Aged Care 
Packages program (CACPs) in rural Victoria. The thesis addresses the 
questions: how has the service delivery model of CACPs been constructed, 
and what does this mean for service providers in rural communities? It utilises 
a qualitative, multi-method research design that includes semi-structured 
interviews, document analysis and secondary data analysis. The thesis is 
underpinned by a critical theory perspective and an exploration of 
governmentality as it operates within the community aged care sector. The 
findings reveal CACPs to be a program full of internal contradictions, reflecting 
political agendas rather than the needs of targeted service users. The program 
is ‘made to work’ by the actions of workers and agencies, demonstrating the 
way in which ‘shared mentalities of rule’ operate at different levels in the policy 
making and service delivery process. However the thesis also demonstrates 
the power of the Commonwealth government to reconstruct the community 
aged care sector by fiscal force, as part of the political agenda of parallel 
federalism in alliance with the not-for-profit sector. The CACPs program has 
also been developed as a one-size-fits-all model which ignores the 
complexities of delivering home based care to rural older people in the places 
where they live, reflecting an urban centric mind set in policy development. 
The findings of the thesis reveal CACPs delivery to be framed by political 
agendas, the unexamined application of principles of new public governance 
and historical legacies of aged care provision, resulting in a flawed program 
where the rhetoric of policy goals is not reflected in the experience of service 
delivery.   
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Chapter 1  
Introduction to the thesis 
 
This focus of this thesis is the delivery of the Community Aged Care Packages 
(CACPs).  This community aged care program is funded nationwide by the Australian 
Commonwealth government; however the thesis explores its development in the 
state of Victoria, one of the six Australian states. This chapter will introduce the 
thesis, set the scene for the reader to understand the choice of thesis topic and the 
approach taken to analyse the topic, and provide information necessary to 
understand consequent thesis chapters. It begins the process of ‘unwrapping 
packages’, opening the program up to reveal what lies beneath its rhetorical 
wrappings.  
 
The chapter begins with a discussion of the contextual factors which framed the 
choice of the research topic and the development of the research aims. It discusses 
the impetus for the study, and the contribution the study makes to the overall 
understanding of community aged care service delivery in Australia. The chapter 
further discusses the rationale for choices made as part of the research design, the 
meaning ascribed to key terms within the thesis and introduces the theoretical and 
methodological approach developed in later chapters. It concludes with a summary of 
the structure and content of the thesis. 
 
1.1 Impetus and Rationale 
 
Aged care policy has become a highly visible and debated issue of concern to 
governments in Australia over the last two decades, reflecting similar issues across 
much of the western world (Australian Government Department of Treasury, 2002, 
2007, 2010; Dobbs and Strain, 2008; Fine, 2007; Glendinning, 1998a; Kim, 2007). 
This is due to a number of factors including the overall ageing of the population, the 
fear that a demographic imbalance may result in a working population unable to 
provide revenue to support high numbers of elderly baby boomers in future years, 
and an increase in the numbers of the ‘old aged’ who have high levels of need for 
services (Commonwealth of Australia, 2002; Jackson, 2001; Kendig and Phillips, 
2007). 
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Whilst the extent and the consequences of the ageing of the population are 
contested (Estes, 2001a; Mullan, 2000), the issue has remained a prominent, and 
highly visible, concern for government (Australian Government Department of 
Treasury, 2002, 2007, 2010). The costs of delivering aged care to older people, the 
types of care that should be provided and debates over who will deliver and fund 
care are all elements that require consideration in the policy making process. In 
Australia the responsibility for aged care policy making and service provision has 
been divided between different levels of government in the federal system 
contributing to the complexity of planning and delivering services (Fine, 1998; Kendig 
and Duckett, 2001; Pfeffer and Green, 1997).  
 
Much of the day-to-day care for the aged in the community is provided by family and 
other support networks. In this thesis the term ‘community aged care’ represents 
formal aged care services delivered to those people who reside in their own 
accommodation in the community, and are not living in residential aged care 
services. It includes services such as personal care, help with house work, delivered 
meals services, day care recreational services, home handyman services and for 
some individuals with high needs, case management. Whilst community aged care 
has been delivered in some form historically, largely by local government, this sub-
set of aged care services has expanded significantly in Australia since the early 
1980s. The development of the community aged care system is discussed in 
Chapters 2 and 3 of the thesis. 
 
The development of programs within the community aged care sector which combine 
case management and ‘brokered’ bundles of different services, was initiated within 
the Home and Community Care program (HACC), and was jointly funded by state 
and federal governments. These programs were known as the Community Options 
Programs (COPs), or ‘Linkages’ in Victoria. These types of programs, also called 
managed care programs, involve the use of a fixed amount of funds which are used 
to purchase a variety of services according to an assessment of an individual’s 
needs. These services are then coordinated by a case manager, who also provides 
ongoing support for the service recipientsi. In the early 1990s this model of brokerage 
and case management was adapted into a similar program administered and funded 
by the Commonwealth government, and not part of the HACC system – the 
Community Aged Care Packages Program (CACPs).  
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The impetus for this thesis followed discussions with key players in the aged care 
services field in 2003 and 2004. These discussions centred on concerns 
stakeholders had regarding the delivery of CACPs in rural regions. These 
stakeholders included a manager of community aged care programs for a large 
regional agency, state government representatives working in rural areas in the 
community aged care field, and individual workers delivering Community Aged Care 
Packages. The consultations also included attendance at a regional forum of 
community aged care providers.  After preliminary discussions with the stakeholders 
described above, it became apparent that their concerns regarding the CACPs 
program related to government policy and programmatic choices that impacted on 
their services. Stakeholders were frustrated that the program appeared to be 
expanding without consultation (or even information to those affected), that there was 
no apparent coherent planning being undertaken, and that the relationships of the 
program with HACC services had not been well thought through. Stakeholders did 
not express concerns about the day-to-day quality of service delivery or the potential 
value of a case management and packaged care program for service users. Rather, 
they were unhappy and confused about policy and programmatic choices which had 
been made more broadly in the service delivery system.  
 
These initial concerns focussed on coordination between HACC services and 
Commonwealth funded packaged programs. In addition the model of service delivery 
established by the Commonwealth to deliver packages involved direct relationships 
with not-for-profit providers, who were not part of traditional community care 
networks. The capacity of the program to deliver the best quality outcomes to service 
users was perceived to be limited by the model of service delivery including issues 
associated with limited access to other subsidised programs. The research design 
discussed within the thesis was developed in response to these concerns, and 
focuses on service delivery models.  
 
These stakeholders were motivated to raise these issues due to a desire to ensure 
effective use of resources and to provide the best possible services for the people 
they worked with. An important reason for undertaking any research into community 
aged care is to improve outcomes for service users, by identifying issues which need 
to be addressed in policy implementation, and also by focusing attention on larger 
questions of policy development that underpin service delivery approaches.  
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Much research into ageing is medically based (Estes, Biggs and Phillipson, 2003), 
and focuses on important issues such as reducing falls, or supporting cognitive 
deterioration for those with dementia. The research in this thesis, however, examines 
the way services are delivered, how services work or do not work together and how 
resources can best be utilised.  
 
Australia has an increasing percentage of its population who are frail aged and who 
will require significant resources to ensure a reasonable quality of life. As resources 
are limited, public policy in this area must be effective, responsive to service users’ 
needs and foster cooperation with the complex array of stakeholders that make up 
the aged care service network. As Michael Fine (1997) suggests, “there is both a 
moral and an economic imperative” (p. 1) to ensure the best possible services for the 
aged within our community.  
 
Whilst policy makers may debate the extent of future problems in the provision of 
aged care services, those who deliver services in the field and those who are seeking 
solutions for themselves or their loved ones know only too well how use of scarce 
and rationed resources can make a significant difference to the quality of life of the 
elderly and their carers. Understanding models of service delivery implemented by 
government, and exploring ways to improve service delivery are important to address 
Fine’s “moral and economic imperative” (Fine, 1997, p. 1) of quality care and the best 
utilisation of resources.  
 
1.2 The development of the research design 
 
The concept of the research design utilised in this thesis reflects Maxwell’s (2005) 
approach of “an underlying scheme” (p. 1) that is reflexive in nature and aims to have 
an overall harmony between goals, conceptual framework, validity, research 
questions and methods to achieve a research purpose. These elements are 
interactive, and the design is adapted to ensure this internal harmony by an ongoing 
reflective process to address the research goals. 
 
1.2.1 Underlying factors in the research design 
 
Following the discussions with stakeholders described above, a research design was 
developed to analyse the key features of the CACPs’ model of service delivery and to 
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consider the implications of this model for service delivery issues more broadly. A 
decision was made to focus on choices made by government, and the implications of 
these choices for the delivery of the program. This thesis addresses stakeholder 
concerns by exploring the stated aims of the program (what government said it would 
do), what actually occurred when the services were delivered (policy in the context of 
practice) and the consequences of these policy choices as understood by those 
delivering services. The research design is described in greater detail in Chapter 5. 
 
The research design is also informed by the belief that workers delivering services 
can not only provide information about the implementation of the program, but also 
about the policy itself. This underlying assumption, that elements of policy often 
remain unstated but may be revealed by what happens at implementation or service 
delivery, reflects the theoretical approach taken by the researcher, introduced later in 
this chapter. The thesis explores the influence of unstated dominant discourses and 
other agendas in policy making which may be revealed at the service delivery level.  
 
A research design aimed at exploring the impact of service delivery choices also 
required an understanding of both formal policy documentation and of the decisions 
which have been made by government in service delivery of the program. In addition, 
any research design needed to explore the perceptions and concerns of workers 
about the perceived impact on service delivery of key elements of the program, 
addressing the concerns of stakeholders, and providing some suggestions that could 
improve the delivery of programs in community aged care. 
 
1.2.2 The boundaries of the research 
 
When developing the research questions and methodology, a decision was made to 
locate the research within the particular contextual location of non-metropolitan 
Victoria. It was not seen as feasible for a PhD program to explore the research 
questions on an Australia-wide basis. As the research approach also indicated an in-
depth study of workers’ perceptions of the program which could be time consuming, 
some boundaries needed to be set. 
 
The stakeholders who had raised these issues were located within non-metropolitan 
Victoria and were framing the issues in terms of that contextual location. They had 
initially approached the researcher who was based in a Victorian university setting 
which has a research priority to explore issues for those outside of metropolitan 
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areas. The researcher was also interested in exploring what difference this 
contextual location makes to service delivery in the aged care area. In this case the 
service funder (the national Australian Commonwealth government) is far distant 
from providers in rural Victoria and rural service recipients, both in terms of 
geography and in terms of access to decision makers. The researcher was also 
interested in ‘giving voice’ to the perceptions and concerns of non-metropolitan 
communities, and identifying their issues.  
 
In addition a decision was made to exclude the CACPs programs that had targeted 
specific groups (DoHA, 2004d, 2007c)ii. These services are not always linked to a 
geographical area for service delivery, often (though not always) servicing recipients 
from metropolitan and non-metropolitan areas. This involved excluding a small 
number of services operating in rural Victoria which targeted specific groups, such as 
Indigenous communities.  
 
Defining a research target group by using geography is a complex issue. Defining 
communities as ‘rural’ is problematic; some definitions may include (or exclude) large 
regional cities, others may use the term in relation to economic activities or practices, 
and others may use classifications which target distances from services to define a 
degree of rurality, rather than rely on population density (Black, 2005; Cheers, 
Darracott and Lonne, 2007). However, definition of this term is essential to 
understand the way in which the concept has been constructed within the thesis. 
 
The geographical focus of this study is essentially the parts of Victoria outside of 
major cities, using the Australian Standard Geographical Classification (ASGC) 
system to define the target area for research (Australian Bureau of Statistics (ABS), 
2006). This approach also reflects the way in which formal data are collected for the 
CACPs program, classifying those areas in Victoria such as Melbourne and Geelong 
as ‘major cities’ and classifying other areas as inner regional, outer regional, remote 
and very remote. In the context of this thesis, when the term ‘rural’ is used, it refers to 
those communities which are not part of ‘major cities’. This approach allows the 
researcher to focus on those communities other than densely populated areas of 
major cities, the seats of power where policy making decisions are made in a highly 
urbanised society. It is not suggested within the thesis that these rural communities 
are homogenous, and indeed the findings may well illustrate the diversity of rural 
experience. In addition the focus is on the communities where services are located. 
 7
Many of these services will be providing community care services in other diverse, 
and possibly more distant, communities. 
 
The research was begun in March 2004 and the thesis was completed in February 
2010. 
 
The research aims and questions 
 
Based on this preliminary discussion with stakeholders the following aims were 
developed for the research: 
 
1. To identify the policy choices made by the Commonwealth government in the 
service delivery of a community aged care program - the CACPs Program. 
2. To explore the concerns of service providers regarding the choices made by 
the Commonwealth government in the service delivery of CACPs in non-
metropolitan communities in Victoria. 
3. To contribute to a more effective and efficient delivery of community aged 
care in Australia. 
 
Given the aims of the research, contextual location and the theoretical approach 
which underpins the study, the following research questions were developed: 
 
1. How has the service delivery model of CACPs been constructed? 
2. What does this mean for CACPs service providers in rural Victoria? 
 
1.2.3 Summarising the research design to address the research 
questions 
 
The research design uses a multi-method approach to explore the service delivery 
model utilised in the delivery of CACPs. Analysis of policy documents, relevant 
secondary data and interviews with service providers are used within the thesis to 
explore how this policy was constructed, and what this means for service delivery. 
This design and methods are described in greater detail in Chapter 5. The research 
has been underpinned by a social constructionist epistemology, a critical theory 
approach and essentially a qualitative methodology, although some secondary data 
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analysis of quantitative data has been included to address the research aims and 
questions.  
 
As the focus of the research is on the service delivery model and on the perceptions 
of workers who put this model into practice rather than a focus on client outcomes or 
levels of care, discussion with service users of CACPs is not part of the approach. 
 
This study has not been designed as an implementation study that explores, for 
example, the barriers to effective implementation of the defined policy. It is also not 
designed to be a program evaluation. Rather, it explores policy in the context of 
practice, arguing that understanding formal policy rhetoric is only one part of 
understanding policy. Within policy making there are often unstated assumptions that 
impact on service delivery, and that what happens at the implementation level 
reveals these assumed elements of policy. It is a study which attempts to understand 
policy making by exploring documentation as well as by analysing the perceived 
consequences of policy choices through the eyes of those delivering the policy.  
 
1.3 An introduction to the theoretical approach underlying the 
thesis 
 
The theoretical approach is covered in detail in Chapter 4. The development of the 
research questions, the consequent methodology and the analysis of the data are 
underpinned by what is described in the thesis as an overall ‘critical theory 
approach’. This approach involves recognition of the socially constructed nature of 
meaning, acknowledging the social construction of knowledge, but identifying that 
reality exists even if it is understood differently, allowing for shared meanings within 
specific contextual situations (Crotty, 1998). The approach reflects the view of 
Briskman, Pease and Allan (2003) who suggest that critical theory now “embraces a 
variety of theoretical positions” rather than the “narrow level of the Frankfurt school” 
(p 8.). Common features of a critical theory approach as used within this thesis 
include: a recognition that understanding must be located within its historical and 
cultural context, a focus on macro structural issues as well as micro level 
understandings, a recognition of the power of dominant societal discourses 
embedded in culture to influence understanding and behaviour, and a rejection of the 
idea that knowledge can be universal or complete. 
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Within this broadly critical theory approach, the thesis also draws on ideas that 
construct policy making as encompassing service delivery as well as formal policy 
rhetoric (Henman, 2006; Wagenaar and Cook, 2003). Policy is explored in terms of 
practice within the thesis. Service delivery is seen as both reflecting stated and 
unstated policy choices, and as illuminating unstated assumptions that reflect 
dominant discourse and power relations. However, as workers modify the program at 
the service delivery level to meet the needs of service recipients, they become part of 
the policy making process itself. The thesis utilises the ideas of Rose and Miller 
(1992), Rein and Schon (1994) and Henman (2006) to explore the links between 
formal policy making and service delivery, in particular the way in which issues are 
constructed and power operates as part of the policy making and service delivery 
process. This approach is discussed further in Chapter 4. 
 
The key elements of the theoretical approach underpinning the thesis are 
summarised as follows: 
 
1. Issues, policies and service delivery choices must be understood in terms of 
both dominant agendas of powerful groups and dominant discourses in any 
given historical period. 
2. An exploration of practice can provide insight into policy making, political 
agendas and the role of the underlying discourse on policy making, as well as 
the consequences of policy choices. 
3.  Issues, policies and service delivery choices must be understood in terms of 
the way in which power is distributed and operates within the policy making 
and service delivery process.  
 
1.4 Defining the terms used within the thesis 
 
This section of the chapter will define terms relevant to the topic as they are 
understood within the thesis, as some terms may have contested meanings in other 
contexts. Generally these definitions are the author’s own, however where they have 
been informed by other sources, these sources will be acknowledged as part of the 
definition. 
 
Other terms or definitions are included to provide a guide for the reader to Australian 
community aged care terminology and programs. Some of these terms also are 
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understood differently in other contexts and internationally, and this will be identified 
in the body of the thesis where appropriate. 
 
Aged care: 
Aged Care is defined within the thesis as the formal network of varied services 
provided for older people as they reach a degree of dependency. 
 
Aged Care Assessment Teams (ACATs): 
Aged Care Assessment Teams are regionally based teams of health professionals 
who assess the needs of individuals for aged care services, in particular if they 
require low or high levels of care. They then make referrals to relevant services (such 
as CACPs programs) based on this assessment. Assessment is required prior to the 
delivery of a Community Aged Care Package. 
 
Aged care planning regions: 
Aged care planning regions provide the geographical and population unit for 
allocation of resources by the Australian Commonwealth government. The state of 
Victoria is divided into a number of aged care planning regions which may include 
diverse communities which are classified in different ways using the AGSC 
classification scale. A map of these regions is provided in Appendix C. 
 
Allocated packages:                                                                                             
Allocated packages are defined as those packages of care services which have been 
allocated within an individual Commonwealth government budgetary period, but are 
not being actually delivered at a given point in time. 
 
Approved providers: 
In order to fully understand the CACPs program and the thesis findings, it is 
necessary to distinguish between the service delivery outlet (SDO) and the approved 
providers who auspice them. Approved providers are organisations approved by the 
Australian Government to receive subsidies for the provision of aged care. Many 
SDOs, sometimes with different names, are part of larger provider approved 
agencies. An example here would be the Kyabram CACPs service delivery outlet 
which is part of the Anglican Aged Care Services Group.  
Australian Government Department of Health and Ageing (DoHA):                                  
The Australian government Department of Health and Ageing is responsible for the 
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funding and oversight of aged care policy and delivery funded by the Commonwealth 
government of Australia, including CACPs. As this department is referenced 
frequently within the thesis, the acronym DoHA will be used for brevity.  
Australian Government Department of Veterans Affairs (DVA):  
The Department of Veterans Affairs funds services to former members of the 
Australian armed forces and their families. This includes some aged care services 
such as Veteran’s Home Care, targeted at aged veterans assessed as having low 
level care needs. 
 
Case Management: 
Case management is a contested term often used differently in different fields of 
practice. However, within this thesis it is defined as a process undertaken by a 
professional worker to take responsibility for assessing needs, coordinating services 
and providing ongoing support for service users who receive packaged care.  
Community Aged Care:                                                                                     
Community aged care services are defined as those aged care services delivered to 
individuals in their own homes rather than in a formal aged care residential setting 
such as a nursing home. These services may include home care, help with 
housework, meals on wheels, in-home respite services and other services.  
Community Aged Care Packages (CACPs ):                                                 
Community Aged Care Packages are defined as a Commonwealth funded 
community aged care packaged program which subsidises bundles of services 
targeted to aged care service users who require relatively low levels of support at 
home, and (usually) case management.  
A service recipient is assessed as eligible for a Community Aged Care Package 
following an aged care assessment by an Aged care Assessment Team who provide 
a holistic assessment and are the gate keepers for the Australian aged care system. 
Typically a Community Aged Care Packages service recipient would receive around 
four hours of care per week coordinated by a case manager, who would visit or 
maintain phone contact regularly. The nature of this service provision varies 
according to need but could include personal care, help with housework, home 
maintenance, preparation or purchase of meals, recreational activities, transportation 
to medical appointments, purchase of aids and equipment or respite care. 
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Service users contribute to the cost of Community Aged Care Packages, although 
pensioners cannot be charged more than 17.5% of their pension (Australian 
Government Department of Health and Ageing, 2009). Recipients with a higher 
income may be asked to pay more, however it should be noted that those with low 
incomes are a targeted groups within the Community Aged Care Packages 
guidelines (Australian Government Department of Health and Aged care, 1999; 
DoHA, 2004d). 
Commonwealth of Australia:                                                                                       
The Australian national government is officially known as the Commonwealth 
government, and also the federal government. The Australian system of government 
is a federal system, where powers of government are divided between the national 
government and the six states which make up the Commonwealth. 
Discourse: 
The definition of this term used in this thesis is that of Fischer (2003) who suggests 
that discourses are “large encompassing systems of meaning embedded in, and 
transmitted by culture,” which “function to regularise the thinking of a particular 
period”(p. 75). 
Extended Aged Care at Home Packages (EACH):                                                     
The Extended Aged Care at Home program is defined as a Commonwealth funded 
packaged care program of community aged care services which targets those who 
need a significant amount of services at a higher level of care than provided by 
CACPs.  
EACH Dementia Programs: 
EACH dementia programs are defined as an extension of the EACH program, 
targeted at service users experiencing dementia. 
 
Home and Community Care Program (HACC):  
The Home and Community Care program is defined as a community aged care 
program jointly funded by Commonwealth and state governments and often delivered 
by local government, which delivers a variety of different community aged care 
services to service users. HACC is the most commonly used program by older 
people in Australia. 
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Low Level Care / High Level Care:                                                                               
Low level aged care services are provided to individuals assessed as needing help in 
their day-to-day living and personal care, but as not requiring intensive nursing care. 
This care is provided in an individual’s own home or in a hostel residential situation, 
and is linked to a funding formula that relates assessed need to a level of available 
funding. High level care is provided to those individuals who are assessed as 
needing almost complete assistance with most daily living activities. Levels of 
provided funding subsidy are linked to the assessed degree of need. High level care 
is largely provided in nursing homes in the Australian context. 
 
Model of Service Delivery: 
Although the term is used frequently in the literature, there appears to be no common 
definition, or even recognition of the need for a definition. This may reflect a lack of 
exploration of models of service delivery more generally. As McDonald and Zetlin 
(2004) note, the operations of service systems are rarely explored and “receive only 
intermittent attention usually of an anecdotal kind” (p. 269). Within the literature the 
phrase is often used to compare contrasting ways of delivering programs. In this 
thesis the term ‘model of service delivery’ refers to the overall design of the delivery 
of services, reflecting broad and consistent features that allow it to be compared to 
other possible models, or designs of service delivery. 
 
A model of service delivery is defined within the thesis as the underlying scheme of a 
service delivery system, reflecting the key features which distinguish it from other 
alternative ways in which the system could be designed. It reflects the broad ‘design 
principles’ which may relate to ideology or dominant discourse regarding the most 
appropriate way in which services should be delivered. 
 
The CACPs model of service delivery under discussion is defined as a model of 
service delivery in community aged care offering service brokerage and case 
management to recipients assessed as needing low level care; largely delivered by 
not-for-profit organisations, but fully funded and administered by the Commonwealth 
government and underpinned by a discourse of new public governance. 
 
Multi-Purpose Services:  
Multi-Purpose Services deliver a range of health and aged care services, such as 
hospitals, community aged care programs and other allied health services, in rural 
and regional areas. Services provided may vary between communities. 
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Neo-liberalism: 
Neo-liberalism can be described as a way of understanding the world that 
emphasises individual freedom unfettered by government regulation; personal 
responsibility rather than collectivist action, and market-based solutions rather than 
government expenditure. It is based on the view that “markets rarely fail and 
government intervention rarely works” (Fenna, 2004, p. 63), and on the traditions of 
classical liberalism. Classical liberalism argues that individuals should be free from 
political intervention to enhance their own welfare. In the context of this thesis, the 
neo-liberals argue that services are inherently more efficient when exposed to the 
competition of the market place, and that government intervention results in 
inefficient services and reduces individual initiative.  
 
New Public Governance:  
This term describes the model of overall service delivery resulting from the ‘paradigm 
shift’ associated with neo-liberal ideas (Carver, 1996) which resulted in a 
reconstruction of the relationship between government and service providers 
delivering services. 
 
The definition used in this thesis is based on the following ideas of ‘governance’  
 
Governance………. is concerned with creating the conditions for ordered 
rules and collective action, often including agents in the private and profit 
sectors, as well as within the public sector. The essence of governance is its 
focus on governing mechanisms – grants, contracts, agreements – that do 
not rest solely on the authority and sanctions of government (Milward and 
Provan, 2000, p. 3). 
 
Key features of New Public Governance include: 
 A change in the role of the state to become ‘steerers not rowers’, reducing the 
range and number of government run services and encouraging others, not-
for-profits or for-profits, to deliver services; 
 The fostering of competition between services utilising tendering processes;  
 The development of ‘quasi- markets’ where markets do not exist;  
 Reconstruction of the service user as a consumer and  
 A focus on ensuring consumer choice through competition. 
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Not-for-profit Sector: 
 
The not-for-profit sector includes those organisations which do not aim to make 
profits from their operations. They can be distinguished from the two other sectors of 
government or the market, and are sometimes described as the third sector, or 
voluntary organisations. There are a variety of not-for-profit organisations in Australia 
(Lyons, 2001), but this thesis focuses on those delivering health and welfare 
services. These organisations can have a variety of organisational forms and size, 
and a distinction is often made between those that are auspiced from a community 
base and those that are auspiced by traditional charities and religious groups (AIHW, 
2009b).  
 
Operational Packages: 
Operational packages are defined as allocated packages of care services which have 
been operationalised and are being delivered to service users at any given point in 
time. 
Packaged Aged Care Programs:                                                                         
Packaged care programs are defined as community aged care services which 
provide a fixed sum of money to purchase (or ‘broker’) a range of services from a 
variety of resources to meet an individual’s needs, generally, but not necessarily, 
accompanied by case management. They are also known as managed care 
programs. 
Policy:                                                                                                                               
A common starting point when defining policy is to describe it as a plan or a course of 
action, a term that is used across a variety of settings and contexts (Dalton, Draper, 
Weeks & Wiseman, 2006). Public or government policy in the context of this thesis 
describes the plan or course of action by government in relation to the specific area 
of community aged care. The thesis supports the view of George Martin (1990) who 
suggests that policy “flows from a strategy that is based on an idea of how society 
should be arranged” (p. 7). 
However, the approach taken in this thesis is that policy cannot just be understood as 
the written or stated plans of government, but also that ‘plans or courses of action’ 
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are reflected by what government says it will do, what government actually does and 
what happens at the service delivery level.  
 
The formal definition of policy that is used for this thesis is that of Levin (1997) who 
defines policy as “a stated intention, a current or past practice, an organisational 
practice, and an indicator of the formal or claimed status of a past, present or 
proposed course of action” (Levin, 1997, p. 15). Policy is thus constructed in actions 
and practice, as well as in text, and may be inferred by actions as well as understood 
by stated intentions. 
 
Programs:  
Programs are defined within the thesis as the mechanisms, sometimes called policy 
instruments, by which policy is implemented. These mechanisms can include 
regulation, delivering goods, payments or services. The CACPs program can be 
seen as a policy instrument used by government to implement community care 
policy.  
 
Residential Aged Care: 
Residential aged care is provided for older people who have been assessed as being 
no longer able to live in their own homes. Residential care may be provided for 
individuals with low or high needs, and Australian Government subsidised places are 
delivered by agencies designated as approved providers. 
 
Rural Communities: 
Rural communities are defined within the thesis as those communities outside of 
‘major cities’ as defined by the Australian Standard Geographical Classification 
(ASGC) (Australian Bureau of Statistics, 2005).  
 
Service Delivery Outlet (SDO): 
Another key term requiring definition in terms of both methodology and discussion is 
that of service delivery outlets for CACPs. There is considerable confusion about 
what constitutes a service delivery outlet for CACPs, making comparison of data 
difficult. This is discussed elsewhere in the thesis. Examples include agencies that 
have been allocated packages but who then delegate responsibility for delivering 
them to another agency, or agencies who are allocated packages in one region then 
deliver them in another. In addition some agencies have been allocated packages 
with different target groups at different times, and these agencies may be recorded 
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several times on the Commonwealth data base, but in fact are the same service 
delivery outlet. To complicate matters further, several service delivery outlets may 
also be part of one state-wide organisation but have different names in local 
locations.  
 
A service delivery outlet is defined within the thesis as ‘an organisation which 
provides case management and brokerage services from allocated CACPs funds for 
a number of service users operating in a defined geographical location’.  
 
State of Victoria: 
Victoria is one of the six Australian states and two territories that form the 
Commonwealth of Australia.  
1.5 The Structure of the thesis 
In keeping with the overall approach of the thesis, the next chapter will locate the 
thesis topic within its historical context. Chapter 2 identifies contextual factors 
relevant to the development of the thesis and discussion of the research data. This is 
followed by a literature review in Chapter 3 which explores key issues identified 
within the context chapter as being relevant to the topic and discussion of research 
findings.  
The theoretical ideas which underpin the thesis, briefly introduced above, are 
developed in more detail in Chapter 4, and the research methods used are described 
in Chapter 5. The overall theoretical framework is also linked to the development of 
the goals and the research methods as described by Maxwell (2005). Three chapters 
of research findings, Chapters 6, 7 and 8, are then linked to a discussion of the 
results in Chapter 9, and a conclusion in Chapter 10.  
Throughout the rest of the document the ideas of Maxwell (2005) inform the thesis 
design. Theory, research questions, validity and research methods should be 
consistent and make sense in terms of the overall research goals and each other. 
The research questions reflect the aims of the study and the overall theoretical 
approach, the methodology is appropriate to address the research question, and 
again consistent with the theoretical approach. The reflexive researcher focuses on 
achieving this harmony between all elements, to best achieve the goals of the study.  
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This research began its life in response to the concerns expressed by stakeholders 
working in the field of community aged care. It has been designed to contribute in a 
practical way to the delivery of better community aged care outcomes in Australia 
and for rural Australia in particular. It is not an implementation study or an evaluation, 
although it shares some characteristics of both, including a focus on practice in a 
complex and political environment (Greene, 2000). Whilst the research will inevitably 
involve some discussion of outcomes for consumers, it is not designed to be a 
program evaluation of CACPs. If a methodological label is needed, the closest label 
identified in the literature is that of ‘trajectory studies’ (Ball, 2006) where the 
‘trajectory’ of policy formulation is followed across different sectors in the policy 
making and delivery process.  
 
The goal of the thesis is to explore what is really happening (Dalton, Draper Weeks & 
Wiseman, 2006) in policy making by exploring documentation, data and perceived 
consequences of policy choices, through the eyes of those delivering the programs, 
reflecting  “a broader notion of policy, which includes policy as practice” (Henman, 
2006, p. 29).   
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Chapter 2 
Contextual factors: History, demography 
and service delivery 
 
This thesis addresses research questions regarding development of policy and 
programmatic choices in the delivery of CACPs, and the meaning of this construction 
for service provision in rural communities. These questions must be located in 
context in order to understand the way the existing community aged care service 
system operates. However, an awareness of context is also necessary to explore the 
assumptions and agendas which have impacted on policy development and 
programmatic delivery at this particular point in history.  
 
An understanding of historical traditions and the dominant ideas of the age are 
essential elements of a critical theory approach and social constructionist 
epistemology. The issues that government chooses to address and the programs 
developed to address them, are constructed differently in different historical 
locations. An analysis of context also illustrates the impact past decisions and 
choices may still have on policy making, and the way policy choices reflect the values 
of the social world and times in which they are set. 
 
The chapter is divided into three parts, each of which explores a contextual element 
relevant to understanding of the research topic and making sense of the thesis: the 
history of aged care in Australia; the demographic issues associated with ageing in 
Australia that impact on current and future policy and service delivery choices; and 
broader contemporary developments in programmatic service delivery. All of these 
elements impact on the construction of the service delivery model under discussion. 
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2.1 The history of aged care in Australia: Analysing the 
legacies 
 
2.1.1 Introduction 
 
The existing aged care system and the division of responsibilities regarding aged 
care, reflect the historical development of the Australian Commonwealth and the 
Australian welfare state. Choices from the past about who should deliver services, 
what form these services should take, who should pay for them and who should be 
eligible to receive them, leave ‘legacies’ (Kendig, 1990). In order to understand 
existing service delivery models and policy choices, these ‘legacies’ must be 
understood. Current policy choices may also be based on unchallenged normative 
assumptions about choice of service options. Patterns of service delivery which have 
developed over time may have been grafted onto new issues without examining the 
assumptions which underlie them, or considering alternative courses of action.  
 
The aim of this section of the document is to provide a contextual frame of reference 
for later discussion. A broad overview of the history of aged care is followed by an 
exploration of the development of community aged care.  
 
2.1.2 An overview of the history of aged care policy in Australia 
 
 Pfeffer and Green (1997, p. 276) argue that formal policy on ageing did not really 
develop in Australia until the 1980s. This is certainly true for community aged care, 
as care in people’s own homes has generally been delivered on a voluntary unpaid 
basis by family, neighbours and friends, especially by women. This is still the case for 
much of community aged care today (AIHW, 2007a; Allen Consulting Group, 2007; 
Fine, 2007; Sims-Gould & Martine Mathews, 2008; Wiles, 2005).  
 
In the nineteenth century following colonisation of Australia, welfare for “the poor, the 
aged or the infirm” (Beilharz, Considine & Watts, 1992, p. 62) was largely provided by 
charities using funds donated from benevolent individuals, although almost from the 
first, the government subsidised these organisations. Large institutions were built to 
provide care (indoor relief), rather than provision of financial help to individuals living 
in the community (outdoor relief). These services reflected the dominant view of the 
times that help should not be too attractive to ensure that those who could work 
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would not rely on the system, and that help should be targeted to those deemed to 
be deserving (Dickey, 1980). Jones suggests this resulted in an inherited fear of 
residential care which has had a long term impact on the Australian attitudes towards 
aged care provision, and fostered a fear of institutionalisation (Jones, 1990). 
 
 An example of these charitable organisations, the Benevolent Society of New South 
Wales, began operating in 1818 and stated as its aim “to relieve the poor, the aged, 
and the infirm, and thereby to discountenance as much as possible mendacity and 
vagrancy and to encourage industrious habits among the indigent poor, as well as to 
afford them religious instruction” (quoted in Beilharz et al., 1992, p. 62) reflecting the 
‘poor law’ attitudes of British colonists (Berreen, 1994). By 1821 this organisation had 
an asylum built at government expense, and government payments represented 
about 70% of their income (Dickey, 1980). This provides an early example of what 
Beilharz et al. (1992) call the ‘other state’ in Australia; the partnership of voluntary 
organisations and government which is still reflected in the provision of aged care 
and other services in Australia. 
 
Although these services were used to some extent by the elderly poor, in the 
nineteenth century only a small percentage of the non-Indigenous population was 
over 65 due to age at immigration. Jones (1990) identifies that in the 1861 census 
aged whites were very rare, those over 65 represented 1% of the population. By 
1891 only 2.8 % of the population was over 65. He suggests that, rather ironically 
given statistics today, the oldest members of the population during the nineteenth 
century were probably Aborigines (Jones, 1990). 
The ad hoc and poorly organised Australian charity system, operating in the different 
Australian colonies was unable to cope with the demands of the 1890s depression 
(Dickey, 1980; Garton, 1994). In addition the numbers of the aged began to grow 
(Jones, 1990). These factors, in combination with the rise of the Labor movement 
and debates about the rights of the aged worker, fostered the idea that if an aged 
person had worked and paid taxes all their life, they should be eligible for support 
that would enable them to avoid institutional care (Beilharz et al.,1992).  
 
Whilst individual colonies, and then the states after Federation, experimented with 
different pension schemes (Dickey, 1980; Garton, 1994) the introduction of the 
Commonwealth pension in 1909 provided a basic pension for the aged. This 
represented the newly formed Commonwealth’s first foray into aged care policy. 
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These pensions were non-contributory, means tested, highly selective, and restricted 
to those perceived as needy and deserving, which did not include Aborigines or 
those of Asian descent (Beilharz et al., 1992). Whilst the pension was minimal (less 
than quarter of the basic wage), it did become a widely accepted part of welfare 
provision in Australia, enabling individuals to remain in their own homes (Dickey, 
1980). The aged pension gained legitimacy within the community, and was not seen 
as leading to dependency, rather it had been ‘earned’ (Jones, 1990). 
 
In 1907, following the Harvester judgement, the basic wage set for male 
breadwinners in the Australian ‘wage earner’s welfare state’ (Castles, 1985) was 
designed to ensure a reasonable income for families, with male workers guaranteed 
a reasonable wage through the arbitration system. This wage security and other 
supportive government policies contributed to the high levels of home ownership in 
Australia, increasing financial security for Australians in their old age (Kendig, 
1990b). 
 
The pattern of family based care for those in the community, hospitals or charitable 
institutions for the ill or disabled, a selective pension for the poorer aged and private 
provision for the wealthy continued after World War 2 (Healy, 1990). If the nineteenth 
century was characterised by state supported charitable provision for the aged, then 
Judith Healy (1990) suggests that the twentieth was dominated by views of the aged 
as ‘pensioners and patients’. 
 
In the early 1950s, possibly as a result of the post war housing crisis, church groups 
began to develop alternative accommodation options for ‘well’ older people. This led 
to the Aged Person’s Homes Act 1954, and the delivery of capital subsidies to 
charitable organisations to provide self contained and hostel accommodation. These 
schemes grew rapidly due to generous government subsidies (Kendig and Duckett, 
2001).  
 
Whilst church groups had provided leadership in the provision of alternative 
accommodation options, Kendig and Duckett argue that “quick political decisions” 
responding to the “politically popular and vocal voluntary sector” (Kendig and Ducket, 
2001, p. 6) led to significant public expenditure for government without consideration 
of long term consequences. These consequences included the expectations that 
delivery of services should sit within the charitable sector, lack of consultation or 
coordination with the states in the aged care policy area, structural inequality in 
 23
service provision and the encouragement of different key players with their own 
“entrenched constituencies” (Kendig and Ducket, 2001, p. 6). 
  
In 1963 the Commonwealth implemented Commonwealth Nursing Homes Benefits 
which provided substantial benefits for residents in nursing homes on demand, for 
both the charitable organisations and private for-profit providers. Kendig and Ducket 
(2001) suggest this was due to lobbying from the private health funds concerned 
about the elderly remaining too long in hospital. Howe (1990) has termed this the 
‘laissez-faire’ approach to aged care policy delivery, resulting in a massive growth in 
nursing home beds and expenditure. Nursing homes became profitable investments 
and their owners became part of a strong lobby group (Healy, 1990).  
 
Policy at this time was dominated by an idea of a continuum of care; the elderly 
would naturally progress through services from home, to hostel and finally nursing 
home care. This approach constructed ageing in medical terms and was highly 
expensive. It also resulted in inappropriate admissions to care and ignored possible 
community care based solutions (Howe, 1997; Kendig and Ducket, 2001). In 1982 a 
United Nations report showed Australia as having one of the highest rates of 
residential care for the aged (Beilharz et al., 1992).  
 
After 1973 the Commonwealth tried to place restrictions on the numbers of hostel 
and nursing home beds, and the government began to review the numbers of new 
beds being established (Howe, 1990). In a forerunner of Aged Care Assessment 
Teams, all new admissions to care had to be approved by the Department of Health. 
However, there was continuing concern regarding the high cost of nursing home 
care, and the possibility of expensive over servicing. In addition there were few 
choices for those who did not need this high level of care, resulting in some 
individuals still being placed inappropriately in nursing homes (Howe, 1990). 
 
In the 1980s the Labor government embarked on a strategy of change in policy which 
eventually became known as the Aged Care Reform Strategy, involving a reform of 
both home based and residential care. The stated emphasis was on improved 
access to services, greater equity and participation, and to ensure that the allocation 
of resources for the care of the frail elderly reflected their needs rather than 
responding to the available existing model of resource provision. Rather than a focus 
on the continuum of care, the policy focussed on the idea of a balance of care 
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between the community and residential sectors, ensuring that resources were more 
evenly shared (Howe, 1997; Pfeffer and Green, 1997). 
 
New assessment tools for nursing homes were introduced, and gate keeping of entry 
into accommodation services was undertaken by Geriatric Assessment teams, later 
Aged Care Assessment Teams (ACATs). Howe (1997) notes that at the beginning of 
the reform strategy, 80% of resources went to nursing homes, but by the mid 1990s 
nursing homes received only 64% of funding, and there was a “tiny fraction” (Howe, 
1997, p. 314) for CACPs .  
 
In 1988-89 the Commonwealth undertook a review of the Aged Care Reform 
Strategy identifying many ongoing problems and issues. The need for better 
coordination, problems with state and federal governments planning independently of 
each other, lack of information sharing and agreed protocols were some of the issues 
identified (Pfeffer and Green, 1997). Despite the fact that the Aged Care Reform 
Strategy may not have achieved all of its goals, it “irreversibly changed the way all 
jurisdictions confronted the ageing of their populations and planning for long term 
care” (Pfeffer and Green, 1997, p. 282). 
 
During this period, there was also recognition of the need to coordinate services for 
the aged which had been administered by different Commonwealth departments. 
This  resulted in the consolidation of responsibility for nursing homes and hostels 
under one portfolio, then the Department of Community Services, although service 
delivery models for hostels and nursing homes still operated differently (Kendig and 
Duckett, 2001). 
 
In 1996 a change of government resulted in the Liberal/National Party coalition 
coming to power, with a stated policy supporting devolving power to the states for 
aged care service delivery within a framework of overall policy guidelines (Kendig 
and Duckett, 2001). However, this clarification of the state and federal roles did not 
eventuate. Kendig and Duckett (2001) suggest this change of policy was due to 
successful political lobbying and opposition from provider and consumer groups, as 
well as suspicion on the part of the states about long term funding implications. 
 
The Aged Care Act 1997 brought together nursing homes and hostels as residential 
aged care facilities, and a single Resident Classification Scale (RCS) replaced 
previous classification instruments. The RCS identified dependency levels across 
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eight categories with relevant funding levels designed to facilitate ‘ageing in place’. It 
has recently been replaced by the Aged Care Funding Instrument (ACFI)iii (AIHW, 
2008). The federal government also attempted a policy of lump sum contributions to 
nursing homes in the late 1990s however changed its mind after significant public 
outcry, and the fear that it may lead to selling up of family homes (Kendig & Duckett, 
2001). Alongside the development of these formal aged care policies, were 
developments in compulsory superannuation schemes, resulting in compulsory 
employer contributions and favourable taxation policies to encourage private 
provision for old age.  
 
Aged care policy was now definitely on the political agenda, and in 1998 the 
government launched its ‘National Strategy on an Ageing Australia’ (Commonwealth 
of Australia, 2002a), shifting the focus more broadly to healthy ageing and lifestyle 
issues, rather than just care for the frail aged. However, scandals in nursing homes 
ensured a continued focus on aged care policy development, and resulted in policy 
changes designed to ensure greater monitoring of standards within nursing homes 
(DoHA, 2001). Concerns about the ageing of the Australian population continued to 
be explored in documents such as the Intergenerational Reports (Australian 
Government Department of Treasury 2002; 2007; 2010), and the Productivity 
Commission (Australian Government Productivity Commission, 2005) reports. These 
are discussed later in the thesis. 
 
In summary 
The Australian system of aged care has developed as a complex mix of services and 
providers reflecting different agendas and service delivery choices at different 
periods in Australian history. For much of its history, provision of aged care in 
Australia has been dominated by government subsidised residential provision, 
initially by charities, and later a range of not-for-profit and for-profit providers 
delivering a medically oriented nursing home model of service delivery. The high 
costs of this approach and fears of inappropriate admissions to care contributed to 
the growth of community based aged care programs. Provision of aged care became 
a highly visible issue in the 1990s, due to concerns regarding the ageing of the 
Australian population, and their future needs for care.  
 
Key historical legacies relevant for this thesis include the development of the federal 
system and the varying roles and responsibilities for both state and federal 
governments in aged care over time, the complexity of the aged care system with 
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many diverse providers, the choice of institutional and medical responses to deal with 
issues for the aged and the role of the ‘other state’ – the non-government agencies 
who have traditionally been involved in service delivery of residential services for the 
aged. The discussion reflects the ongoing historical legacies of decisions in aged 
care which impact on later service delivery choices. 
 
2.1.3 History of Community Aged Care 
 
Whilst family and informal care networks remained very important in the development 
of support services, community based services supporting frail older people to 
remain at home began in the late 1800s. They developed over the course of the 
twentieth century in different communities and in different ways, involving a variety of 
service providers (Ozanne, 1990; Sims-Gould & Martin-Mathews, 2008). Ozanne 
suggests these services had a “long evolution” and “from the beginning……involved 
the voluntary sector, the state, local government and private provision” (Ozanne, 
1990, p. 16).  
 
State subsidised emergency housekeeping services were developed in New South 
Wales in 1943, and still existed in 2001 as ‘Home care’ (New South Wales 
Department of Ageing, Disability and Home Care, 2007). In Victoria, similar services 
began in 1946, but were funded and delivered by local government (Ozanne, 1990). 
Meals on Wheels, delivering food to the aged, was established first in Victoria by 
South Melbourne Council in 1949, with various other councils and voluntary 
organisations developing delivered meals programs (Healy, 1990; Ozanne, 1990). 
 
An exploration of the history of these services indicates a high level of grassroots 
lobbying linked to local issues, rather than state or federal government interventions. 
Local activists, such as Violet Lambert in the community of Ferntree Gully in Victoria, 
were involved in developing emergency housekeeping services and home nursing 
services from a community base (Australian Dictionary of Biography, 2000). This 
grassroots approach where services were developed differently in different 
community settings, is in contrast to the delivery of residential care which was 
developed by the national government with standardised administrative procedures. 
 
Home nursing had begun as the District Nursing Society of New South Wales in 
1900, spread to other states and was federally funded under the Home Nursing 
Subsidy Act 1956. However, more formal cost sharing arrangements to fund 
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community services for the aged between the states and the Commonwealth began 
in 1969 (Healy, 1990). These arrangements included the States Grants (Home Care) 
Act 1969 which provided cost sharing arrangements for home help. However, the 
Delivered Meals Subsidy Act 1970 which provided subsidies for Meals on Wheels, 
was paid directly to local government and to voluntary organisations (Healy, 1990; 
Ozanne, 1990). The States Grants (Dwellings for Pensioners) Act also enabled 
accommodation options for pensioners. Despite these changes Healy (1990), argues 
that “community services were a policy backwater” (p. 139).  
 
Community care subsidies were funded by the Commonwealth Department of Social 
Security, whilst residential care was funded by the Commonwealth Department of 
Health. Community services, however, were also funded under cost sharing 
arrangements between the states and the Commonwealth, with states undertaking 
administration and services being delivered by a variety of local governments and 
non-government agencies (Ozanne, 1990). Residential care involved the 
Commonwealth in direct funding relationships with non-government and private 
providers of aged care services.  
 
The complex mix of service providers now included charities, various levels of 
government, and for-profit providers delivering what Elizabeth Ozanne calls the 
‘patchwork’ model of service provision. Ozanne (1990) suggests there are several 
key characteristics reflected in the development of community services. These 
include: a long evolution; a variety of different programs based on different political 
ideologies; many different provider agencies; different patterns of service delivery 
between states; shifting target groups and mixed incentives between state and 
Commonwealth funding schemes. 
 
In the early 1980s, concern developed regarding the future costs of residential care 
programs as numbers of the aged began to rise. In addition it was felt that the 
options available did not reflect the preferences of older people (Pfeffer and Green, 
1997). The instrumental House of Representatives report ‘In a Home or At Home’ 
(Australian House of Representatives Standing Committee on Expenditure, 1982) 
recommended a greater balance between institutional and community care. 
Following the election of the Hawke Labor government, the Home and Community 
Care program (HACC) was implemented. The HACC program was funded to provide 
a diverse range of services to the aged in their own homes, bringing together many 
disparate programs under one administrative arrangement, and resulting in increased 
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funding (Healy, 1990). During this time expenditure on aged care services increased 
in real terms, and between 1985 and 1994, aged care expenditure on community 
care increased from 15 to 23% (Gibson, 1998). 
 
The aims of the HACC program were to provide an integrated range of home based 
services allowing individuals to be more independent at home, and also to correct the 
perceived imbalance between levels of residential and community aged care services 
(Pfeffer & Green, 1997). Coordination and accountability were provided largely by 
state governments who played, and continue to have, a significant role in ensuring 
standards of care and service delivery of HACC services (Beilharz et al.,1992). 
Beilharz et al. (1992) suggest these changes represented a “sophisticated restructure 
of centre-periphery relations” (p. 125 ) which led to community aged care services 
being funded by state and federal governments in combination, coordinated by the 
state governments, and delivered by local government and community providers.  
 
The Labor government’s Aged Care Reform Strategy emphasised the importance of 
having a range of community care options (Pfeffer & Green, 1997). One of these 
options was a model of care which included ‘brokerage and case management’ as 
part of the national Community Options Program (COPs). In Victoria these programs, 
more generally known as ‘Linkages’, began in 1987 to “provide innovative community 
care for individuals who have complex and intensive needs and high risks of 
inappropriate entry to residential care” (Kendig, McVicar, Reynolds & O’Brien,1992, 
p. 1). Initially begun as pilot projects, these programs enabled individuals using 
multiple services and living with a high degree of disability to have a coordinating 
worker who would arrange services and take responsibility for organising care. This 
process was known as case management or sometimes care management. In 
addition this program also provided funds to purchase, or broker, required support 
services. Financial management and coordination of services was organised by 
Linkages workers. A review of this program in 1992 found that the Linkages 
“responsiveness to individual circumstances can enable vulnerable people to choose 
community care” (Kendig, McVicar, Reynolds & O’Brien, 1992, p. 21). 
 
Another initiative begun as a pilot project involved the development of the Hostel 
Options project. This pilot was designed to deliver hostel type care in people’s own 
homes, and involved small services run by staff that could provide 24 hour care 
similar to hostel level care from one base. It was not a case management and 
brokerage program, but rather delivered by staff from one service, aiming to duplicate 
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hostel provision. Significantly, it was funded as part of the residential funding 
allocation, linked to hostel levels of funding and funded by the Commonwealth alone, 
whilst delivered by the charitable sector who operated hostels. Despite being 
“favourably evaluated” (AIHW, 1993, p. 211) by McVicar and Reynolds, this program 
was rolled into the CACPs program in 1992. 
 
In 1992 CACPs were introduced, and designed to deliver a range of services in an 
individual’s own home. They reflected the COPs projects in that they were developed 
as case management and brokerage programs. They also reflected the Hostel 
Options Program as they were part of the residential allocation, linked to hostel levels 
of funding, had no involvement from states, and were a partnership between the 
Commonwealth and not-for-profit providers. It was, however, a small program, with a 
target of 6000 places over four years (Commonwealth Department of Housing, Local 
Government and Community Services, 1993). In the review of the Aged Care Reform 
Strategy, Stage 2, CACPs were identified as being directed at areas of “low level 
hostel provision…..where there may be difficulty in establishing and sustaining 
residential facilities” and “areas which do not have an adequate level of existing 
community care alternatives” (Commonwealth Department of Housing, Local 
Government and Community Services, 1993, p.123). The client group was 
anticipated to be “individuals with complex needs requiring a significant level of 
service inputs and management” and the program was “targeting financially 
disadvantaged individuals” (Commonwealth Department of Housing, Local 
Government and Community Services, 1993, p.123). 
 
Although the Aged Care Act 1997 focussed significantly on residential services, there 
has been accelerated growth in CACPs since its introduction. When the program 
began in 1992 there were 483 places. In 1999 there were 13,723 allocated packages 
(Commonwealth Department of Health and Aged Care, 1999) and by 2006 there 
were 35,574 CACPs allocated Australia wide (DoHA, 2006a). Another policy initiative 
‘Staying at Home’ also resulted in increased spending on community care in the 
areas of dementia and support for carers (Kendig and Duckett, 2001). 
 
Commonwealth funded packaged care programs were further extended with the 
development of the Extended Aged Care at Home (EACH) program, which operates 
using similar models of case management and brokerage, but delivers high levels of 
care to aged people in their own homes with far greater funding available for 
purchasing services. More recently EACH dementia packages, have been provided 
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under the ‘Helping Australians with dementia, and their carers - making dementia a 
National Health Priority’ (DoHA, 2005) policy initiative. Generally, EACH programs 
are considered to be alternatives to nursing home level care, rather than addressing 
the lower level needs of CACPs recipients. Other developments in community care 
by the Commonwealth government in the 1990s included Commonwealth Carelink 
centres, designed to provide ‘one-stop’ information for consumers (Commonwealth 
DoHA, 2006a), and a variety of initiatives designed to support carers, such as the 
National Respite for Carers Program (DoHA, 2008c). 
 
In March 2003 the Commonwealth proposed a more integrated community care 
system with common points of access, assessment processes, eligibility 
requirements and standards of service provision, as well as simplified user fees and 
accountability processes (DoHA, 2003c). The stated aim was to make the system 
simpler and more user friendly by developing streamlined administrative procedures. 
Outcomes from this process reported in Reports to Parliament on the Aged Care Act 
1997 suggest that some changes have occurred as a result of this document. This 
process is ongoing (DoHA, 2006a; 2009c), and is discussed in greater detail later in 
the thesis. 
 
It is worth noting that when evaluating the Hostel Options Project in 1992, McVicar 
and Reynolds identified concerns about the newly designed CACPs program 
including possible service overlap and coordination with HACC services. They 
considered that whilst CACPs projects were “funded through a residential care 
funding allocations”, they were “operating as community care services” and they also 
had “the potential to add to the complexity of funding and program boundary 
problems already existing in the community care field” (McVicar and Reynolds, 1992, 
p. 124).  
 
In summary: 
Much care of the elderly in the community is provided by family and friends. In 
contrast to the residential care sector the formal delivery of community care services 
for the aged reflected an initial grassroots approach, with considerable diversity 
across different locations and with significant involvement from local governments. 
However over time these services have been increasingly subsidised and regulated 
by state and Commonwealth governments.  
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There are a number of different stakeholders in the service delivery sector: federal, 
state and local governments, non-government services, and for-profit providers. 
Since the 1980s there has been a stated emphasis in government policy fostering the 
development of home based support services for the aged with the goals of both 
increasing choice and reducing costs. The model developed at this time was the 
HACC program, jointly subsidised by the Commonwealth government and the states 
and largely delivered by local governments. Programs which combine bundles of 
services with case management, similar to CACPs, were developed as part of the 
HACC program.  
 
The existing community aged care system reflects this historical complexity; a range 
of different programs are delivered by many different actors, with new programs 
grafted onto existing services. Historically there has been a lack of clarity about the 
different responsibilities of different levels of government, with the roles shifting and 
changing in the delivery of community care in particular. All of these factors have left 
historical legacies that impact on the delivery of Community Aged Care Packages. 
 
The value placed on scarce community aged care resources in a system dominated 
by residential care options is also part of the legacy. Community aged care has an 
assumed virtue and intrinsic value. The rhetoric which accompanies the expansion of 
community aged care suggests it is in the interests of both service users and 
government; a win for all. This may prevent scrutiny of community care programs, for 
example to explore whether programmatic development is driven more by cost 
savings than by the needs of consumers. This thesis will explore the way in which 
these historical legacies impact on the CACPs program, and what this means for 
service provision. 
 
2.2 Demography: Numbers, projected numbers and the 
construction of a crisis.  
 
In order to understand the issues surrounding the delivery of CACPs, it is also 
necessary to examine the way in which aged care issues are viewed more broadly at 
this point in Australian history. This section will explore the demographic context that 
has surrounded the growth of CACPs as a program, and the way in which these 
demographic issues have been constructed as a crisis requiring the attention of 
government. At times in the researching of this data, inconsistencies have appeared 
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in numbers, between the AIHW figures and the Reports on the Aged Care Act. This 
is possibly due to different time frames for collecting data, and possibly due to 
different measures for collecting data, such as counting allocated places rather than 
operational places. To provide consistency, the data used here will be that collected 
by the AIHW wherever possible.   
 
2.2.1 General demographic context: Ageing in Australia 
 
Australia, with the much of the Western world, has an increasingly ‘aged population’ 
(ABS, 2009c). A country is considered to have an aged population when more than 
12% of a nation’s population is aged over 65. In 2009 13.3% of the total population in 
Australia was in this age group (ABS, 2009). In the 20 years from the June 1986 
census to the June 2006 census, the percentage of the population aged 65 and over 
increased from 10.5% to 13.3%, and the median age from 31.1 to 36.9iv (ABS, 2008). 
At the same time the birth rate in Australia has been below replacement levels since 
1976 (ABS, 2008, 2009). Although there has been a slight recent rise in birth rates, it 
is difficult to know if this will continue, or is a statistical aberration (Borowski & 
McDonald, 2007).  
 
Numbers of Australians over 65 have grown in ‘real’ terms and those over 65 now 
make up a far greater percentage of the population. This is not only an Australian 
phenomenon, with countries such as Italy, Greece, Japan and the United Kingdom 
having ‘older’ populations than Australia (AIHW, 2007c). Predictions of future 
Australian population demographics suggest that this trend will only continue with the 
population over 65 growing significantly in numbers and as a percentage of the 
overall population. Those over 65 are predicted to make up to 23-25% of the 
population in 2056 (ABS, 2009).  
 
Two other issues add to the concern for policy makers. One is the future ageing of 
the ‘baby boomers,’ the group born post the Second World War. They represent a 
significant ‘bulge’ in Australian demographics. This group will be retiring and ageing 
at the same time, and presumably place heavy demands on services. Another 
concern relates to the decreased percentage of the population in the workforce, also 
linked to the decline in fertility, as this increases the ‘dependency ratio’. The 
dependency ratio relates to the numbers of people not earning within the workforce 
(generally considered to be over 65 and under 15), to the numbers within the 
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workforce (Commonwealth Department of Family and Community Services, 2003). 
The potential results of this change mean fewer tax payers able to contribute to the 
presumably greater costs of state subsidised services, and a slowing of overall 
economic growth (Australian Government Department of Treasury, 2010). The state 
of Victoria has a population demographic that is similar to the national average, but 
this overall percentage represents a far larger number of individuals than in smaller 
states (ABS, 2009a).  
Borowski and McDonald (2007) consider that ageing will be much more of an issue 
outside of the major cities, and that “Australian ageing is very much a regional 
phenomenon” (p. 29), with rural communities projected to have a much larger 
proportion of their populations over 65. The Australian Bureau of Statistics estimates 
that in the ‘non-capital city areas’ of New South Wales, Victoria, South Australia and 
Tasmania, there will be less than two people of working age for every person aged 
65 years and over (ABS, 2009b). 
 
According to the National Rural Health Alliance (NRHA) (2004), regional and remote 
areas have higher percentages of their population over 65 than urban areas, as 
some have become retirement communities and others have lost a significant 
percentage of their younger population. They note that many older people living in 
rural areas will have a reduced life expectancy in comparison to those in urban 
areas, have lower incomes and poorer health (NRHA, 2004). 
 
Debates about both the ageing of the population, the lowered birth rate, and the 
consequent rise in the ‘dependency ratio’ have become concerns of bureaucrats, 
politicians and consumer groups (AIHW, 2003a; ACSA, 2002; Australian Government 
Department of Treasury, 2010; Myer Foundation, 2004). Whilst the Australian 
Government Productivity Commission considers ageing itself should not 
automatically be assumed to be a problem (Australian Government Productivity 
Commission, 2005), the Commission identifies many potential problems. These 
include financial pressure on health and other services, reduced numbers in the 
workforce to pay for these new services, and potential budgetary pressures. The 
Productivity Commission suggests various measures to address these issues, 
including cost-effective service provision. The Allen Consulting Group (2002) as part 
of the Myer Foundation investigation into ageing, suggests that costs of care could 
rise as much as 60% by 2020, and that greater use of community care alternatives 
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would result in services that were more desired by consumers, at a lower cost for 
government. 
 
2.2.2 The growth of the old aged 
A key issue for government and policy makers is the increasing numbers of people 
living far longer than 65; often living into their 80s and beyond with physical disability 
or dementia. The National Strategy for an Ageing Australia calls this “the ageing of 
the aged” (Commonwealth of Australia, 2002a, p. 6v). These groups are considered 
to require significant amounts of aged care and medical services (AIHW, 2007c, 
Catholic Health Australia, 2002a)  
The growth in the old aged is substantial in both numbers and as a percentage of the 
population. The Australian Bureau of Statistics notes that between 1989 and 2009 
the percentage of those over 85 in the population increased by 167.8% (ABS, 
2009a), although overall growth in the population was 30.1%. There were also almost 
twice as many women as men in this age group. Those over 85 have much higher 
levels of service utilisation including use of aged care services as well as health 
services (AIHW, 2007c; O’Connell and Ostaszkiewicz, 2005). 
 
The ‘ageing of the aged’ is predicted to continue into the future (Australian 
Government Department of the Treasury, 2010). The Australian Bureau of Statistics 
estimates the number of people aged 85 years and over will increase from 344,000 in 
2007 to 1.7 million in 2056 (ABS, 2009b). O’Connell and Ostaszkiewicz (2005) 
suggest that these older aged will utilise significant amounts of resources due to their 
need for extra services. For example, the older aged use a relatively greater amount 
of hospital resources, and are likely to stay longer in hospital than younger age 
groups (AIHW, 2007c). The types of disability experienced by this age group include 
physical disabilities such as poor mobility due to arthritis, health issues such as 
incontinence and diabetes, sensory disorders such as hearing loss and degenerative 
cognitive conditions such as dementia (Catholic Health Australia, 2002a). 
 
AIHW (2005a) identified in 2005 that 23% of those over 65, and 58% of those over 
85 were living with a profound or severe activity limitation, and that the extent of 
these limitations increased with age. Whilst a significant number of older people were 
living at home with only informal help or care, they also found evidence that an 
increased percentage of individuals remained at home with some degree of formal 
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care such as HACC services, private provision or CACPs (AIHW, 2005a). The Allen 
Consulting Group estimates that the number of Australians aged 85 and over who 
will require community aged care services will rise from 81,000 in 2002, to 140,000 in 
2019 (Allen Consulting Group, 2007). They anticipate that this group will have a 
greater prevalence of dementia, and be diverse in terms of culture and background. 
  
2.2.3 Current usage of aged care services  
 
In June 2008 there were 2.8 million people over 65 in Australia, with about 78% 
receiving all or part of a Veteran’s Affairs Pension or an Aged Pension (AIHW, 
2009a). Whilst the majority (68%) reported themselves to be in good health, this 
percentage decreased with age. Researchers from the AIHW in 2005 found that most 
of the disabled elderly were provided with the day-to-day care and assistance they 
needed from family and friends. This included much care provided by a carer over 65 
delivering care to their partners (AIHW, 2005a). 
 
Although residential care takes up a high proportion of aged care funding, the 
majority of service users who utilise aged care funded services use HACC services. 
According to the AIHW in 2007-08, 638,200 service users over 65 received HACC 
services. Residential care was the next most commonly used service, and in the 
same period there were 150,500 permanent residents in aged care facilities (AIHW, 
2009a). Many others may have used residential care for respite. In the same time 
frame 53,247 people had received help from a CACPs package (AIHW, 2009a).  
 
The most commonly used community aged care services required in that period were 
help with housework (31%), property maintenance (27%), health needs (25%), 
mobility (19%), and transport (21%) (AIHW, 2009b). As mentioned above, the oldest 
demographic is found in residential services, however, with services in the home the 
“proportion of people needing help with one or more activity increased with age” 
(AIHW, 2005a, p.157).  
 
The majority of those using services are women, and this percentage also increases 
with age. For example in 2005-06 AIHW found that those over 90 are five times more 
likely to be women in residential care (AIHW, 2007a). The aged profile for residential 
care is generally older than for community care, and the aged profile for HACC (71.6 
years) was the youngest age demographic in 2006 (DoHA, 2007a). AIHW 
researchers found in 2006 that residential care residents were also increasingly likely 
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to have ‘high needs’, suggesting that those with lower needs are remaining longer 
within the community (AIHW, 2007a). 
 
People born overseas make up an increasing proportion of the population aged over 
65, and this is represented in community care programs such as CACPs where they 
are a defined target group (AIHW, 2009a). Aboriginal and Torres Strait Islanders 
have a relatively high percentage use of community care but are under-represented 
in the residential care numbers (AIHW, 2005a). 
 
Even when service users are receiving a state subsidised program, they are likely to 
have informal help from a carer. The AIHW found that in 2005, carers were generally 
female, and many older people were themselves carers, particularly of an ageing 
partner. Older carers were generally women, although in the older age range this 
changed and half of the 17% of carers over 80 were male (AIHW, 2005a). 
 
The total Australian recurrent expenditure for the Commonwealth, states and 
territories on aged care services has been increasing from $5.4 billion in 2000-01 to 
$8.3 billion in 2007-08 (AIHW, 2009a). Residential care accounted for $6 billion of 
that amount (72%) in 2007-08, HACC services $1.006 billion (12%) and CACPs $448 
million (5%) (AIHW, 2009a). Other packaged programs such as EACH packaged 
programs made up 2% of all funding (AIHW, 2009a).  
 
If these data are compared to similar figures for 2003-04, there is an increase in the 
percentage of funding for packaged care overall, suggesting that packaged care 
programs have increased their share of funding (AIHW, 2005a). However they are 
still small programs in dollar terms when compared to the costs of residential care. In 
2003-04 residential care took up 73% of all aged care funding, compared to 72% in 
2007-08 (AIHW, 2009a), a similar percentage. Service users also contributed to 
costs of running programs with varying degrees of support, for example with CACPs 
programs where they pay up to 17.5 % of their pension, or more if they have higher 
incomes (DoHA, 2004d, 2007c).  
 
2.2.4 The ‘crisis’ of population ageing. 
 
In reading reports or newspaper articles on the issue of an ageing population, 
emotive language such as the ‘time bomb’ or ‘tidal wave’ is often used to describe 
population ageing (Steketee, 2009). The issue is constructed as a crisis, with the 
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aged requiring the support of wage earners, who will carry a heavy ‘burden’ of 
taxation to pay for services they may need. 
 
This construction of an ageing ‘time bomb’ of expenditure is highly contested. 
International writers such as Mullan (2002) suggest that it may in fact be ‘imaginary’, 
citing the high dependency ratios in the past when there have been high numbers of 
children. He also notes that baby boomer numbers will peak and then decline. Mullan 
(2002) suggests that there are political agendas for encouraging a sense of crisis, to 
justify politically motivated changes to existing welfare state arrangements. In the 
Australian context, Borowski and Hugo (1997) point out that previous high 
dependency rates have existed before in the Australian labour force from 1947 to 
1971, and Kendig and Duckett (2001) also query the extent of future “dire 
consequences” (p. 16). 
 
In addition the certainty of population predictions as recorded in government 
documents may not reflect possible changes in birth rates or overseas immigration, 
and the lengthy prediction period of 30 or 50 years makes it difficult to address 
unforeseen factors. This inability to be certain of population predictions has been 
reflected in the recent intergenerational reports prepared for the Australian 
government. The 2010 report estimates that the numbers over 65 may only be 22.6% 
(Australian Government Department of Treasury, 2010) of the population, down from 
the prediction of 28.5 in 2007 (Australian Government Department of Treasury, 
2007). 
  
Nonetheless, the issue of population ageing still represents a significant change in 
Australia. Borowski and Saunders (2007) argue that constructing the situation as a 
‘crisis’ is misleading. They argue there is time and available resources to deal with 
changing societal institutions, and to make infrastructure more efficient.  
 
The construction of the ageing time bomb as an issue also reflects a view of older 
people as a burden, in comparison to other social constructions of what it means to 
be old. The aged can be seen as a group who have made, and can still make, a 
contribution to society. Ageing can also be constructed as a time when individuals 
have a right to be supported as they have supported other community members at 
different times.  
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In summary: 
Whilst the degree and potential impact of future population ageing are contested, 
Australia will have a greater percentage of its population over 65 in the next few 
decades. In particular the growth of the ‘old aged’ and the requirement for increased 
service delivery to meet their needs will place pressure on available resources. This 
emphasises the importance of developing cost efficient services, including 
community aged care services, to ensure best use of limited resources.  
 
The Community Aged Care Packages program has been developed in the context of 
demographic change. The potential economic consequences associated with the 
need to support an ageing population have been highlighted by government in a 
series of reports. The construction of the issue as a ‘crisis’ creates pressure on 
government to address the issue, but also justifies the actions they may take. It also 
has possible implications for the way in which the needs of older Australians will be 
understood within the community, identifying the aged as a community burden.  
 
The thesis will analyse the role this demographic imperative has played in the 
construction of the Community Aged Care Packages program, and what this has 
meant for service delivery in community aged care.  
 
2.3 Broader social policy context: Changing patterns of 
service delivery  
 
In order to fully understand the service delivery model of CACPs and to address the 
research questions, the program must be located within the broader context of 
changing approaches to social policy, government service provision and delivery of 
programs.  
 
2.3.1 The ‘transformation’ in welfare state service delivery  
 
The critique of the welfare state in the 1980s, and the resulting adoption of policies 
by government, has resulted in models of service delivery based on market and 
competition principles (Healy, 2002). Ball (2006a) suggests there has been a 
transformation not only in the “organising principles of social provision right across 
the public sector” (p. 10) but that this has also involved a transformation of “values 
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and cultures” and the development of “new subjectivities” (p. 10). These new 
subjectivities represent ways of constructing and understanding policy choices and 
options. This transformation provides part of the contextual background necessary to 
understand the community aged care policy context, the research findings, and the 
discussion of their broader implications. 
 
There have always been critics of the welfare state, from both the traditional right and 
left of politics (Jamrozic, 2005). However, the attack on the existing model of the 
welfare state in the 1980s from groups variously described as economic liberals 
(Beilarz et al., 1992), individualists /anti-collectivists (Bryson, 1992), or neo-liberals 
(Dalton, Draper, Weeks & Wiseman, 1996), has had a significant impact on the way 
welfare state policies are implemented. This critique, emphasising individual freedom 
unfettered by government regulation, and the value of marketplace competition has 
been reflected in policy initiatives from both Labor and Liberal governments 
(Jamrozic, 2005; Pusey, 1991).  
 
Jamrozic (2005), in a summary of both old and new critics of the welfare state, 
suggests that the ‘neo-liberals’ find fault with the welfare state on economic, social, 
and moral grounds. They see the welfare state as inefficient, as not delivering on its 
own goals, as limiting choices and personal freedom, and as creating dependency. 
The existing model of state intervention, founded on Keynesian economics, is viewed 
as having stifled growth and existing to support an inefficient bureaucracy. 
Consequences of welfare state service delivery include excessive and unsustainable 
spending, and damage to the groups it was supposed to help.  
 
The perceived solution to many of these problems by the neo-liberals is a reduction 
in the role of the state, and a greater emphasis on individual responsibility within a 
competitive market place. The development of market based models opens up 
services to competition, and places a new emphasis on personal responsibility, 
rather than rights of citizenship in the delivery of government funded benefits and 
services. Rather than ‘collectivist’ solutions to deliver economic security and services 
using taxation revenue, individual provision fosters choice and options in a 
competitive market place, where this competition ensures the best outcomes.  
 
Broadly shared assumptions about the values of market based models and solutions 
on both sides of Australian politics were also reflected in the development of National 
Competition Policy in the mid 1990s. Competition has been seen to be the most 
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efficient way to best utilise resources whilst ensuring economic growth, which in turn 
would ensure prosperity for the whole community (McDonald, 2004). Following a 
number of reports and investigations in the mid 1990s, most notably the Hilmer report 
in1994 (McDonald, 2004), all Commonwealth, states and territory governments 
agreed to support the introduction of National Competition Policy. This policy resulted 
in large numbers of government services being exposed to competition, from both 
for-profit and not-for-profit service providers, through competitive tendering 
processes (McDonald, 2004).  
 
The election of governments across the western world who advocated radical change 
to the welfare state resulted in significant change in the delivery of services, 
underpinned by the “transformation of values and culture” (Ball, 2006a, p. 10). 
However, whilst there have been undoubted transformations in both the organising 
principles of social provision as well as the values and attitudes which shape them, 
spending on welfare related programs has continued (Saunders, 2000). Despite this 
continued growth Jamrozic (2005) states that “Australia now has one of the smallest 
public sectors of any of the OECD countries” (p. 324), illustrating the reduction in 
service delivery by the public sector, even if spending by government has continued. 
 
Of particular interest in this thesis are the changes to models of governance 
developed to administer and regulate the delivery of state funded programs within 
human service organisations, referred to as ‘new public management’ or ‘new 
governance’ (Considine, 2000). The ideas of new public management reflect the 
values of neo-liberalism. The term governance is contested within the literature, and 
can involving diverse conceptualisations (Hill and Hupe, 2002) referring to 
organisations or networks, as well as the functions of government. The definition 
chosen for this thesis is that of Milward and Provan (2000). 
 
Governance………. is concerned with creating the conditions for ordered 
rules and collective action, often including agents in the private and profit 
sectors, as well as within the public sector. The essence of governance is its 
focus on governing mechanisms – grants, contracts, agreements – that do 
not rest solely on the authority and sanctions of government (Milward and 
Provan, 2000, p. 360). 
 
O’Connor, Warburton and Smyth (2000) summarise the key features of ‘new public 
governance’ models as a reduction in the scope of state activities, changes in service 
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delivery and the marketisation of services. Key elements of ‘new public governance’ 
relevant for this thesis include the ‘privatisation’ (Healy, 1998) of government owned 
or administered services to other sectors, the development of models of competition 
for services through tendering processes, the development of ‘quasi-markets’, a 
reduction in the size of government bureaucracies, changing models of governance 
utilizing a purchaser-provider split, and a focus on ensuring consumer choice (Healy, 
1998; O’Connor et al., 2000).  
 
Government is seen as the ‘steerer’ rather than the ‘rowers’ within this model, 
developing policy and encouraging others to deliver services (O’Connor, Warburton 
and Smyth, 2000). This is reflected in a distance between policy makers and service 
users as “the citizen is increasingly kept at arm’s length from the state” (Ife, 1997, p. 
4).  
 
The creation of ‘quasi-markets’ to ensure consumer choice as part of new public 
governance is of particular relevance to rural communities and to this thesis. A 
‘market’ of welfare services generally consists of one ‘purchaser’ (government) and 
several providers. In rural communities there are small numbers of providers who 
cannot deliver a great deal of competition for the consumer of welfare services. 
Measures to improve competition and ensure choice include the introduction of new 
players into existing service networks, and fostering of competition between existing 
players. This idea of creating or managing a market which does not exist naturally is 
considered to be a ‘quasi-market’, sometimes referred to as an ‘internal’ market 
(Healy, 1998), as it is limited in numbers and often developed by government. 
 
New models of governance have also resulted in an increasing amount of service 
delivery being undertaken by organisations other than government (Barnes, 2006, 
Edwards, 2001). This includes both the not-for-profit sector and the for-profit sector in 
Australia (McDonald and Marston, 2002), which have competed to deliver services 
offered for tender by government. 
 
2.3.2 Models of new governance and the ‘third way’ 
 
Whilst it will be argued in this thesis that the ideas of new public governance 
described above frame the development and expansion of the CACPs service 
delivery model, ideas of the ‘third way’ also have some relevance to its development. 
In the 1990s ‘New Labour’ in Britain and some sections of the Labor Party in 
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Australia (Haugh & Kitson, 2007; Wiseman, 2001), argued that a ‘third way’ needed 
to be found between the excesses of an unfettered market and failed attempts at 
government intervention. This approach is linked to the writings of Anthony Giddens 
and his book ‘Beyond Left and Right’ (1994).  
 
Giddens’ (2001) ideas of the ‘third way’ were written in response to perceived 
changed realities of social life, such as globalisation and environmental pressures. 
The ‘third way’ approach emphasises new ways for citizens to work together within 
their communities and with government; the development of the ‘civil society’ 
(Geddes, 2005). The focus is on mutual responsibility, a promotion of equality of 
opportunity and citizen empowerment. The ‘third way’ is also associated with policies 
designed to address social exclusion, and foster social inclusion (Haugh & Kitson, 
2007). 
 
There is a role for the state as part of this approach, including developing policies to 
promote full employment and policies to address social exclusion emphasising the 
rights and responsibilities of all citizens. New models of governance that involve 
communities and community based organisations in partnerships with government 
are also part of the ‘third way’ agenda (Geddes, 2005). The support of voluntary, not-
for-profit groups is seen as one way of fostering a restructured ‘civil society’. Not-for-
profits are identified as important partners in this process, although some question 
whether the rhetoric is reflected in practice (Brown, Gyde, Renwick, & Walsh, 2003; 
McGregor-Lowndes & Turnour, 2003; McGregor-Lowndes, 2008).  
 
The extent to which ideas of the ‘third way’ have altered the established traditions of 
new public governance is also contested (Geddes, 2005; Jamrocik, 2005; Wiseman, 
2005). Jamrozik (2005) suggests that at the implementation level the methods of new 
public governance continued to be used. The ‘third way’ can be seen as another form 
of neo-liberalism, offering scope for some alternative ways of developing policy but 
“circumscribed by its alignment with corporate capital and power” (Geddes, 2005, p. 
24). 
 
The emphasis on the development of the not-for-profit sector as a chosen ‘partner’ of 
government is also significant in the delivery of CACPs and discussion of the thesis 
findings.  
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In summary 
Critique of welfare state practice in the 1980s and 1990s, underpinned by ideas of 
‘neo-liberalism’, resulted in changes to the way welfare services are delivered in 
Australia. The key elements of this transformation are defined as the model of new 
public governance within the thesis. Ideas about competition, the development of 
market-based models, the emphasis on choice for consumers, the rejection of state 
delivered services in favour of services delivered by not-for-profits or private 
providers and the role of governments ‘steering at a distance’ represent key elements 
of this approach to service delivery. They are all significant in the construction of the 
service delivery model for CACPs, and in understanding the meaning of this 
construction for service providers in rural Victoria. 
 
2.4 Chapter discussion  
 
The discussion in this chapter locates the thesis in context. This allows the 
researcher to explore the way the program “is affected by the historical period in 
which it moves” (Mills, 1959, p. 7). The key contextual themes chosen for discussion 
are: the complex history of the Australian aged care system and the consequent long 
term issues that have resulted from this historical development; the perceived 
demographic imperative that provides the impetus for government policy 
development in aged care; and the changing nature of service provision in the human 
services in Australia. These themes reflect not only the focus of the thesis on aged 
care, but also on models of service delivery. 
 
The theoretical approach taken within the thesis, and discussed in greater detail in 
Chapter 4, emphasises the importance of contextual understanding to analyse the 
social construction of issues, the policy choices that are favoured and the 
programmatic approaches chosen to address policy goals. Issues are socially 
constructed in terms of the dominant ideas of the time. These constructions become 
normalised, and assumptions about the best ways to address issues reflect this 
normalised construction; other ways of understanding what is happening and what 
could be done are not considered. Briskman, Pease and Allan (2003) argue that it is 
necessary to understand cultural and historical context in order to understand what is 
happening and envisage alternatives. 
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The chapter began with a history of aged care service delivery in Australia. Whilst 
this is important to understand the impact of historical legacies, an exploration of this 
history also promotes understanding of the aged care system as it exists today. 
Normalised assumptions about the best way to deliver services reflect historical 
traditions of service delivery. Previous successful experience of working with certain 
agencies may predispose government to using them again. Historical traditions also 
impact on modes of service delivery, for example choosing to fund agencies to 
deliver services rather than use consumer managed care models or vouchers. 
 
An understanding of historical legacies is also important to make sense of the thesis 
findings, and address the research questions. Issues such as the complex 
relationship of state and federal governments in the delivery of aged care, the 
dominance of nursing home models and the role of the large not-for-profit providers 
in residential care delivery provide examples of historical legacies that still impact on 
the aged care system.  
 
The sense of the demographic crisis and of the aged as potential burden on society 
also creates part of the contextual frame for analysing the thesis topic, and making 
sense of the results. The issue has become a highly visible concern, and is often 
described in emotive terms suggesting that the working members of society will be 
swamped by a tsunami of financial cost. It also means that government must 
consider long term planning to deal with service needs. The pressure to provide 
services in the most cost effective manner means that government will be exploring 
new ways of providing services, and new ways of funding them. 
 
The identification of an ageing population as a tidal wave also suggests a 
construction of the aged as burden. This is in contrast, for example, to a view that the 
aged are a group who have made a contribution, and now have a right to be cared 
for as part of mutually supportive society. Writers such as Mullan (2002) suggest that 
this construction enables the development of policies which address other 
government agendas, such as fostering increased responsibility for private provision.  
  
The thesis also focuses on models of service delivery. As Ball (2006a) suggests the 
“new subjectivities” (p. 10) associated with agendas of new public management 
frame the way service delivery models are designed, and ideas about what 
constitutes the best way of delivering services. The ideas of new public governance 
also reflect dominant ideas of the age, with its emphasis on individual responsibility, 
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the value of the market and competition, and the rejection of government as a service 
provider. An understanding of the design features of this dominant service delivery 
paradigm enables an exploration of their impact on the construction of the CACPs 
program, and consideration of alternative ways of delivering services. 
 
These three contextual elements: the historical legacies of aged care provision, the 
way ageing is constructed at this time in history, and the dominant service delivery 
discourse at this time in history, provide a contextual framework to consider the 
research questions. They are not mutually exclusive and may interact or impact on 
each other. Historical legacies may be affected by the power of dominant ways of 
thinking about service delivery for example, or models of competition may be altered 
by adherence to tradition. They do, however, foster understanding of what currently 
exists and the ways in which the Community Aged Care Packages program is 
constructed in its historical location. 
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Chapter 3 
The literature review 
3.1 Introduction to the literature review 
 
As discussed in Chapter 1 the aims of this study are threefold: to understand the 
way in which the Community Aged Care Packages program delivery model has 
been constructed, to consider what this means from the perspective of service 
providers delivering services in rural Victoria and to use this understanding to 
contribute to a more effective and efficient delivery of community aged care services 
in Australia. This chapter will critically analyse existing literature relevant to the 
thesis to inform the study and address these aims. The focus of the thesis, service 
delivery of CACPs, is reflected in the discussion overall, which explores not only 
literature relevant to the program itself, but models of service delivery and issues of 
service delivery in their contextual location. 
 
Whilst the focus of this thesis is on one particular program, discussion of the CACPs 
program cannot easily be separated from a discussion of service delivery in the 
community aged care sector as a whole. The existing literature reflects a generally 
held assumption that different parts of the community care sector share similar 
dilemmas regarding service delivery, which are inextricably linked and subject to 
similar systemic problems. There is also a lack of scholarly research into service 
delivery of packaged or managed care programs more generally, noted by other 
researchers in the field (Thomas, Woodhouse, Rees-Mackenzie & Jeon, 2007). 
Given this dearth of research, there is even less about particular contexts of service 
delivery such as rural service delivery, and the way packaged care models operate 
in this context. 
 
Discussion of individual programs such as CACPs is generally embedded in a 
broader discussion of the community aged care sector as a whole. Much of this 
material is found in literature or research commissioned by industry, peak body and 
lobby group sources (Aged Care Services Australia (ACSA), 2003; Brotherhood of 
St Laurence, 2008; Catholic Health Australia, 2008; New South Wales Council on 
the Ageing, 2006). This literature is often considered to be ‘grey literature’ (or gray 
literature in the US). The term relates to useful documents published by 
governments, businesses and industry, which are not part of formal published peer 
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reviewed literature. This literature can provide valuable additional information when 
used appropriately in research (American Psychological Association, 2010). 
 
Grey literature is particularly useful in this thesis because of the focus on service 
delivery issues. Peak bodies and industry groups base much of their discussion on 
their experience of undertaking service delivery, and on their understanding of the 
needs of service recipients. However this industry-based literature must inevitably 
reflect the way in which the membership and administrators of these groups 
construct issues and perceive possible solutions. It is, for example, difficult to believe 
that a peak body consisting of large not-for-profit service delivery agencies would 
advocate courses of action that may disadvantage their members. This does not 
suggest a lack of concern for the welfare of the aged on the part of these groups, 
rather that the issues they identify are framed by their experiences and priorities.  
 
The grey literature is discussed largely in the early sections of the chapter which 
look at the community aged care sector and the delivery of Community Aged Care 
Packages. The chapter also includes a discussion of literature regarding service 
delivery models in Australia and internationally. It locates the delivery of the CACPs 
program within a broader contextual framework, exploring changes in service 
delivery models which have impacted on choices made in the delivery of CACPs. 
This reflects the critical theory approach which underpins the thesis, focussing on 
the way in which service delivery choices are constructed within the framework of 
dominant discourse, and competing agendas.  
 
The literature review concludes with a discussion of literature relevant to the 
contextual location of the research – service delivery issues in community aged care 
outside of major cities in Victoria.  
 
Thus, there are three major lines of enquiry within the literature review reflecting the 
overall aims and approach of the study:  
 
1. Literature regarding service delivery of CACPs as part of the community aged 
care system of service delivery. Much of the discussion of this program is 
embedded in other material related to community aged care models more 
broadly, and it includes a significant amount of industry based literature. 
2. Literature which explores changing service delivery models and approaches, 
with a focus on community aged care. 
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3. Literature which locates service delivery approaches and community aged care 
within the context of rural service delivery.  
 
The literature review will discuss each one of these lines of enquiry in turn. 
 
The literature has been sourced from a variety of English language data bases, 
journals, books, industry peak bodies, and government web sites from 1992 until 
2010. Data bases used include Academic Search Premier, Family and Society Plus, 
Informit, Web of Science, and Oxford Journals. Key journals have also been 
systematically checked over time due to their focus on either the topic under 
discussion or theoretical approach. Examples here include Critical Social Policy, the 
Australasian Journal of Gerontology and the Australian journal Rural Society. 
 
Searching for literature has been extensive and systematic using diverse terms with 
similar meanings, as the names given to aged care services vary across national 
boundaries. Examples here include ensuring all searches used 
aging/ageing/elderly/older adults as core terms, and being aware of the variety of 
ways in which community packaged care is described in the literature. Community 
care, home based care, case managed care for the aged are only a few examples of 
the terms used for searching. 
 
Given the focus on government policy making, use has also been made of relevant 
government web site locations for material especially the Australian Government 
Department of Health and Ageing (DoHA), the Senate Finance and Public 
Administration Committee inquiry into residential and community aged care in 
Australia and the Australian Institute of Health and Welfare (AIHW). The sites of key 
peak bodies such as Aged and Community Services Australia (ACSA), the Council 
on the Ageing (COTA), the National Aged Care Alliance (NACA), and the National 
Rural Health Alliance (NRHA) have also been monitored to locate relevant material.  
 
3.2 CACPs and community aged care: Service delivery issues 
and debates  
 
This section of the literature review considers issues associated with overall delivery 
of services in community aged care, specific literature regarding CACPs, and 
concludes with a brief discussion of the international literature on service delivery of 
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community aged care. CACPs are part of the Australian community aged care 
system. The literature on the community aged care system not only provides the 
context to understand the CACPs program, but also illustrates many of the dilemmas 
faced by providers of services who also deliver CACPs.  
 
3.2.1 Current issues in community aged care service delivery in 
Australia 
 
Wiles (2005) suggests that there are two sides to the literature about provision of 
community aged care. The literature strongly supports the value of community aged 
care, but also reflects frustration that the sector is under-funded and cannot provide 
adequately for the needs of service recipients. These two themes, the assumed 
inherent value of the services provided, and expressed concerns about poor funding 
and administration of the sector, are reflected in much of the literature from both 
academic and industry sources.  
 
Literature which focuses on community aged care assumes that older people want to 
keep living in their own homes for as long as possible (Anglican Aged Care Services 
Group, n.d.; Bruen, 2005; DoHA, 2003a; Sims-Gould & Martin-Mathews, 2008; Wiles, 
2005). This statement is a ‘given’, often based on the experience of service providers 
as much as any formally identified data. Bruen (2005) suggests that the growth in 
community aged care represents a “win-win-win” (p. 130) situation; people prefer it, 
they function better and it is cheaper for government.  
 
At the same time, despite stressing the value of community care, there is a shared 
sense of community care as the neglected poor relation in aged care provision within 
much of the literature. Residential care receives most of the available resources 
(Nous Group, 2006; Reynolds, 2009), despite the desire of many older Australians to 
remain at home. The community sector is seen as underfunded (Myer Foundation, 
2004), undervalued by government (McCallum & Mundy, 2003; Nous Group, 2006), 
and as being the ‘Cinderella’ of the aged care system (Allen Consulting Group, 
2007).  
 
This view is echoed by industry sources such as the New South Wales Council on 
the Ageing (COTA) (2006). COTA (2006) argues that residential care has continued 
to be favoured in funding terms, despite the preference of many older people for 
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community based options. In a study of aged care funding between 1998 and 2005, 
COTA found that the proportion of aged care spending on community care in 
Australia remained at the same level, and that Australia lagged behind other 
countries in terms of spending on community care. COTA argues for an expansion of 
funding for community care “in absolute terms and relative to expenditure on 
residential care” (COTA, 2006, p. 1.). 
 
The motivation of government in developing community based services is also 
questioned within the literature. According to a peak lobby group for the industry, 
community care has “long been seen by governments as a means of controlling the 
costs of an ageing population” (ACSA, 2008a, p. 7). Community aged care is also 
seen as a form of cost shifting from government to (often unpaid) community carers 
(ACSA, 2008a; Wiles, 2005; Williams, 1997), and to women in particular (Wiles, 
2005). 
 
Concerns about funding levels are also linked to the increasing costs of providing 
quality care, particularly rising staffing costs (ACCV, 2008a; Brotherhood of St 
Laurence, 2008). Indexed funding increases provided by government are not 
considered to be adequate to address these rising costs in the community aged care 
sector by the industry (ACSA, 2003, 2008). The Anglican Aged Care Service Group 
(n.d.) also questions the methodology used to determine allocations of places, and 
thus where money is spent. They argue that the allocations approach does not reflect 
the demand that agencies are experiencing. 
 
Sector coordination is another concern within the literature. Academic and industry 
sources indicate that the community aged care sector is complex and poorly 
coordinated (Bartlett, 2007; Myer Foundation, 2004, Nous Group, 2006; Reynolds, 
2009). Issues of concern to service providers include the large number of different 
community aged care programs, with over 30 overlapping and poorly coordinated 
programs identified in the community aged care sector (Nous Group, 2006). 
Confusion over the roles and responsibilities of different levels of government, poor 
integration and coordination between programs, variation of standards between 
different programs and service overlap are all considered to contribute to the 
complex community aged care sector (Allen Consulting Group, 2007; Catholic 
Welfare Australia, 2002b; Myer Foundation, 2004; Nous Group, 2006).  
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The complexity of the system is illustrated by ACSA. In 2006 ACSA calculated that 
providers of a range of community aged care services had to deal with nine different 
sets of guidelines, six different sets of standards, six different referral procedures and 
assessment procedures, nine different financial reporting requirements and four 
different software requirements (ACSA, 2006). 
 
This complex and fragmented system has the potential to create confusion for 
service users and other stakeholders (Allen Consulting Group, 2007). In 2007 the 
Allen Consulting Group conducted a focus group study of service recipients, carers 
and other key stakeholders. They found that whilst community care service delivery 
was valued by those they interviewed, there were many expressed concerns related 
to the complexity of the system. Consumers and their carers were often confused 
about the system, the way programs worked, and who was eligible for what service. 
Consumers and their carers also found it difficult to get the information they needed, 
at the time when they needed it (Allen Consulting Group, 2007). 
 
Problems related to service coordination and overlap are considered to partly stem 
from a lack of clear roles, and possible rivalry between, federal and state 
governments in aged care service delivery (Bartlett, 2007; National Community Care 
Advisory Committee, 2001; Myer Foundation, 2004; Pfeffer & Green, 1997; 
Reynolds, 2009). Different services are accountable to different levels of government, 
have a variety of different eligibility criteria and regulations relating to service 
delivery. Other identified problems which are seen to have resulted from the division 
of responsibilities between state and federal governments include different funding 
cycles for program development, duplication of effort between departments, lack of 
consultation between departments, problems in moving from one program to another 
and poor linkage to health care services (Catholic Welfare Australia, 2002b; COTA, 
2006; Reynolds, 2009).  
 
The need for a nationally consistent policy and program is mentioned from both 
academic sources and sector lobbyists (Fine, 1997; Myer Foundation, 2004; 
Reynolds, 2009). Fine (1997) considers the problems of a poorly coordinated service 
system in community care to be linked to the lack of a coordinated approach at the 
policy level. Issues raised in the current literature about community care service 
delivery models reflect identified historical dilemmas in the delivery of aged care in 
Australia, discussed in Chapter 2. Lack of agreement about the relative roles of state 
and Commonwealth governments in the Australian federal system, and uncertainty 
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about which level of government can, or should, plan and coordinate the delivery of 
aged care, have continued to impact on the delivery of aged care services over time 
(Fine, 2007; Howe, 2001; Kendig, 1986; Pfeffer & Green, 1997). 
 
In 2009 the National Health and Hospitals Reform Commission addressed the issue 
of poor coordination between the health and aged care sectors, noting the 
fragmentation of the system. They made a key recommendation regarding 
“connecting care” across the life course as part of their overall review, and advocated 
for a greater range of “expanded choices in health and aged care”  (Australian 
Government National Health and Hospitals Reform Commission, 2009, p. 13). 
 
Industry lobby groups and peak bodies have continued over time to provide a variety 
of papers on the need for changes and improvement in the community aged care 
sector. (ACSA, 2003, 2005, 2008a, 2008b; Brotherhood of St Laurence, 2008; 
Catholic Welfare Association, 2002b, 2008; COTA, 2006; Uniting Care Australia, 
2008). Whilst there is a shared sense of what the problems are, there is less 
consistency regarding what a reformed sector might look like in practice. 
 
Many of these documents are framed in terms of common overall values (ACSA, 
2003, Catholic Welfare, 2002, National Aged Care Alliance, 2009). The ACSA Vision 
of Community Care (2003) promotes ideas such optimising choice for individuals, 
emphasising flexibility, enhancing the life of service recipients, and high quality 
service delivery. They argue that individuals should be able to move through various 
elements within the system “unimpeded by bureaucratic issues of funding sources 
and governmental demarcation” (Aged and Community Care Services Australia, 
2003, p. 5). Other ‘visions’ also emphasise the need to maximise independence 
through a culturally appropriate and fair system (Catholic Welfare (2002b).  
 
Although now several years old, the National Community Care Advisory Committee 
paper of August 2001 still provides an excellent summary of the different options for 
reform in the community aged care system.  
 
These include: 
1. Administrative changes which would streamline service delivery by changing 
basic practices and procedures, but not changing the overall system.  
2. The sector could be carved up between the states and the Commonwealth 
according to an agreed formula where the Commonwealth would organise, for 
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example, all aged care services and the states would have all disability 
services.  
3. The development of a ‘client-purchaser model.’ This model, which has various 
titles such as community managed or community directed care, involves a 
pool of money being provided to a consumer based on an assessment of their 
needs. The consumer then has a choice of provider and can choose which 
services they wish to use (Allen Consulting Group, 2007; Tilly & Rees, 2007). 
4. The final option that the paper identifies involves a ‘community of interest 
model’ where all resources are pooled and managed by one source according 
to a geographical community or a community of interest.  
 
The writers identify these issues as related to the long term debates about which 
level of government should fund what service, but do not indicate a preference for a 
model of service delivery (National Community Care Advisory Committee, 2001), 
possibly due to the contentious political issues involved. They do however, consider 
that the significant input of resources required as part of this process, will need to be 
provided partly by consumers as well as government (National Community Care 
Advisory Committee, 2001). 
 
In contrast a document prepared by the Allen Consulting Group for the Myer 
Foundation ‘2020: A Vision for Aged Care in Australia’ in 2002, proposes that the 
states are in the best position to plan and coordinate service provision with the role of 
the federal government being to establish national frameworks for delivery (Allen 
Consulting Group, 2002). This approach, reflecting model 2, was supported in the 
‘Vision’ as a whole, arguing that the Commonwealth’s role should be that of policy 
maker and funder, and the states’ role that of administrators (Myer Foundation, 2004, 
p. 9). 
 
McCallum and Mundy (2004) note that there are some risks associated with 
changing the system, arguing that it is easy to ignore the existing strengths of the 
system. They recommend pilot projects and a long term planning process to develop 
a state and regional industry strategy. This strategy should ensure improved 
economies of scale, appropriate distribution of resources across regions, adequate 
mix of services and appropriate mixes of public and private providers (McCallum and 
Mundy, 2004).  
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Over the course of the development of this thesis various discussion papers have 
been put forward by governments to address the need for change. These documents 
include ‘A New Strategy for Community Care’ (DoHA, 2003c) and ‘The Way Forward’ 
(DoHA, 2004b), which has been re-evaluated by the Labor government in 2008 
(DoHA, 2009c). The 2008 strategy has similar aims to the 2004 strategy: to “simplify 
and streamline current arrangements for the administration and delivery of 
community care services” (DoHA, 2004b, p. 2). However the earlier suggestion of 
reorganising community aged care into three tiers (access, information and support; 
basic community tier; and the packaged community care tier) does not appear on the 
web site. The focus in ‘The Way Forward’ is on top down coordination and planning 
organised by the Commonwealth government, although still requiring the cooperation 
of all stakeholders. These efforts have resulted in some administrative changes 
(Allen Consulting Group, 2007; DoHA, 2006a) over the past few years, although a 
recent review of change in the community aged care sector suggests that progress 
has been “painfully slow” (Reynolds, 2009, p. 13). Some work has been done; 
examples include ensuring key definitions are consistent across programs so that 
statistics can be compared, developing consistent assessment procedures and 
developing similar quality reporting mechanisms across programs (DoHA, 2009c). 
 
However other stakeholders (Nous Group, 2006) have different views about the way 
the sector should be developed, and concerns have continued to be expressed 
regarding coordination and service duplication (Anglican Aged Care Services Group, 
2008; Uniting Care Australia, 2008) since the development of the strategy. In their 
report to the Community Care Coalition, the Nous Group advocates a system where 
funding is linked to desired outcomes, rather than existing service arrangements 
(Nous Group, 2006). The Nous Group point out that every time a need has been 
identified in the community aged care sector, the response has been to introduce a 
new program rather than services being developed as part of an overall strategy. The 
Victorian state government, another key stakeholder, also notes that the key issue of 
adequate resourcing was not covered within the new strategy (Victorian Government 
Department of Human Services, 2003).  
 
In a more recent consideration of options based on a service user consultation the 
Allen Consulting Group (2007) in a report for the Community Care Coalition, focus on 
a far more ‘consumer directed care’ (model 3) approach to change in the sector with 
a possible user of a voucher system for those with low care needs. They advocate 
promotion of independence by early intervention and provision of services, greater 
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availability of case management for those with complex needs and an improvement 
in respite care arrangements (The Allen Consulting Group, 2007).  
 
Unsurprisingly, the complex issues of funding and resourcing are a key part of 
discussions regarding change in the sector. In 2008 the Senate Finance and Public 
Administration Committee began an inquiry into Residential and Community Aged 
Care in Australia, and many stakeholders within the sector made submissions to this 
inquiry (ACSA, 2008a; Anglican Aged Care Services Group, 2008; Brotherhood of St 
Laurence, 2008; Catholic Health Australia, 2008; Uniting Care Australia, 2008). The 
most common theme overall is the issue of resource provision related to rapidly 
increasing costs, which agencies perceive as “reaching a critical point” (ACSA, 
2008a, p. 2). The need for more realistic indexation of subsidies and recognition of 
increasing staffing related costs are generally cited as key issues in addressing 
concerns about resources (ACSA, 2008a; Aged and Community Services Tasmania, 
2008; Anglican Aged Care Services Group, 2008; Uniting Care Australia, 2008). This 
brings the discussion back to a point made earlier. Community care may address the 
desire of many to stay at home as they age, but residential care still accounts for the 
majority of funding for aged care services. 
 
In summary: 
A review of the literature reveals common concerns which have continued over time. 
Industry peak bodies as well as academic sources share many common concerns 
regarding service delivery within the community aged care sector. Despite some 
identification of the need for benchmarking and standards (McCallum and Mundy, 
2004), generally the concerns relate to the complexity of the system and lack of 
resourcing, rather than quality of services. The ongoing themes in the literature 
include a shared sense of the importance and value of providing community care, but 
also a shared sense that it is a neglected sector in need of change.  
 
The community aged care system is complex, poorly coordinated and confusing for 
service users. This confusion reflects a lack of clarity regarding the roles of state and 
federal governments resulting in an array of different systems and requirements, and 
duplication of services. These issues in turn reflect historic debates in the delivery of 
aged care in Australia discussed in Chapter 2. Many of these concerns recur over 
time with industry groups and researchers identifying the need for change, despite 
some attention being paid to this need by government.  
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Change efforts have been concentrated in delivering minor administrative 
improvements, rather than major systemic change. Whilst a variety of options are 
suggested by industry groups, no one option appears to be preferred by the sector. 
There is, for example, no strongly shared or common view of who should be 
responsible for community aged care, state or Commonwealth governments. 
Resourcing and debates about who should pay for services continue to be at the 
heart of debates about potential change. 
  
The literature review paints a picture of a complex and poorly coordinated community 
aged care sector reflecting historical debates and competing agendas. It represents 
an example of the political nature of the policy making process. Community care is 
perceived by those undertaking its delivery as under-resourced compared to 
residential care. Despite the desire of many older Australians to remain at home as 
they age and the rhetoric which emphasises the importance of community aged care, 
the aged care sector in Australia is still dominated by the costs of residential care 
provision.  
 
3.2.2 CACPs as part of the community care sector 
 
Statistical data regarding service delivery of CACPs collected by the Australian 
Institute of Health and Welfare forms part of the secondary data analysis section of 
this thesis, and is discussed in the results chapters, especially Chapter 6. Research 
and other literature on service delivery of packaged programs in general, and in 
particular on CACPs service delivery models, is slim (Thomas, et al., 2007). 
However, many issues discussed within the literature regarding community aged 
care are relevant to CACPs. 
 
Howe (1995; 2001) provides a historical perspective on the development of CACPs 
and locates the program within the context of aged care provision over time. She 
reminds the reader that there has been a reduced focus on residential care, and an 
increase in community options such as the CACPs program. However Howe (2001) 
considers that whilst there has been some reform, this change has not been 
consistent and political forces have had as much impact as rational planning 
processes.  
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Howe’s paper also illustrates the way broader issues identified in the community care 
sector generally, are reflected in the delivery of CACPs. Howe (2001) draws attention 
to poor integration between CACPs and other models of service provision. This 
concern is echoed by industry sources. ACSA notes poor service coordination 
between CACPs and HACC services, resulting in unnecessary confusion for service 
users as they move through the system (ACSA, 2003).  
 
Howe (2001) and Fine (2007) also suggest that whilst CACPs are consistently 
considered to be part of the community services sector, they also have links to 
residential care services provision in funding and policy. Howe (2001) points out that 
CACPs are allocated according to the federal government’s needs-based planning 
process for residential care with places allocated according to numbers of individuals 
over 70 within a population. This process directly connects decisions about CACPs to 
residential planning processes, and reflects the way in which CACPs have been 
linked to low-level residential care.  
 
Howe (2001) points out that the funding arrangements for CACPs are also different 
to other community care programs. State governments that have traditionally been 
heavily involved with provision of services in the community sector are largely 
involved in the delivery of HACC services. However the states are not part of the 
allocation or decision making process for CACPs, and indeed Howe (2001) argues 
may not want to be if a financial contribution is required as part of that involvement.  
 
Whilst there is limited academic research on Community Aged Care Packages 
recipients and their needs, AIHW does collect some relevant data. In 2007-08 they 
found that, not unexpectedly, CACPs recipients were more likely to be women, and 
the percentage of women increased in the older age groups (AIHW, 2008). The 
majority of recipients were over 80; however 16% of all recipients were over 90. 
There was a small number of younger recipients, able to access CACPs in special 
circumstances (AIHW, 2008).  
 
The numbers of recipients who came from non-English speaking backgrounds was 
higher than in the general population, but this percentage had decreased, compared 
to 2000 (AIHW, 2008).  Similarly the percentage of recipients from the Indigenous 
community is higher as well. Some recipients (11%) had been using the program for 
a number of years, whilst 17% were only on the program for less than 3 months in 
the previous year (AIHW, 2008). The most common reason recipients left the 
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program was admittance to residential care (46%), or due to death (17%). Despite 
the focus on CACPs targeting individuals experiencing financial hardship, 67% of 
recipients owned or were purchasing their homes, and the AIHW reported that data 
in the financial hardship category was difficult to assess as it was poorly reported 
(AIHW, 2008).  
 
The last CACPs ‘census’ took place in 2002 (AIHW, 2004), however a new census is 
currently underway. In 2002, the AIHW census found that, for example, recipients on 
the program had higher needs than in ‘low level’ hostel care, considered the 
residential equivalent to CACPs care (AIHW, 2004a). It would be useful to know if 
this pattern has continued. This is in comparison to the earlier findings of Gibson and 
Mathur (1999). Gibson and Mathur undertook a comparison of CACPs, Community 
Options Program clients (often known as Linkages in Victoria) and those in hostel 
care. They found that CACPs recipients at that time were less dependent than 
Community Options and hostel service users at that time.  
 
Other studies which focus on allied issues in aged care provisions document findings 
linked to Community Aged Care Packages and other aged care programs. Karmel 
(2005) for example, when exploring transitions of service users between different 
aged care programs, found that 16% of those who left CACPs for reasons other than 
death were identified as using HACC only services. This indicates that those who use 
CACPs do not automatically move on to residential care, and some access other 
forms of community care.  
 
Bowler and Peut (2006), exploring the use of aged care services by veterans, found 
a lower uptake by veterans of CACPs than in the broader community. They suggest 
a number of reasons for this finding, such as the preference of veterans for programs 
such as Veteran’s Home Care, costs and affordability issues, or DVA cardholders 
having higher dependency needs. However they do not reach a specific conclusion. 
Gibson and Griew (2002) found a reduced demand for hostels since the introduction 
of CACPs. This may relate to the increase in CACPs provision enabling some 
recipients to stay at home longer, making hostels less attractive. 
 
In 2004 the AIHW undertook a study of the way dependency was assessed across a 
variety of programs, including CACPs. They found that each program collected data 
according to their own programmatic needs, and that there were many differences in 
classifying degrees of dependency across community care programs such as HACC 
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and CACPs. This reflects the discussion earlier in the chapter on the lack of 
consistency in administration of community care programs (AIHW, 2004d). 
 
In one of the few studies that target CACPs specifically, Thomas, et al. (2007) 
explored service users’ perceptions of the program, and their levels of satisfaction 
with it. Although they found high levels of stated satisfaction with CACPs, service 
users went on to voice many frustrations about the program to the researchers, but 
were reluctant to make complaints. This reflects the view in the literature regarding 
the unwillingness of older service users to formally complain (Cooper and Jenkins, 
1999). Service recipients may fear losing services, and not wish to undermine good 
relationships with care workers. Cooper and Jenkins (1999) suggest that levels of 
satisfaction may also be overstated, due to recipients’ ideas regarding acceptable 
behaviour towards professional helpers. Thus there are methodological concerns 
regarding the use of traditional satisfaction methods when the service users are 
vulnerable older people dependent on services (Cooper and Jenkins, 1999; Forbes 
and Neufeld, 1997; Thomas et al., 2007).  
 
Thomas et al. (2007) studied both recipient and service delivery provider 
perspectives in the delivery of CACPs. They found that service recipients were 
concerned about lack of flexibility in service delivery such as inflexible times of 
service provision, unsatisfactory service, and lack of continuity of service with 
frequent changes of workers. Many of these concerns related to the direct care 
services purchased by CACPs providers rather than the case management elements 
of the program. Service recipients felt that workers were unable to provide the type of 
services that recipients wanted due to agency restrictions (Thomas et al., 2007). 
 
In this study Thomas et al. (2007) found that service providers also identified a lack 
of flexibility as a key issue, but related it to a lack of flexibility in funding levels and 
administrative procedures. Service providers also expressed concerns in meeting 
high client expectations, problems in attracting suitable staff, and communication 
breakdowns between services and acute care providers as key problems.  
 
The Community Aged Care Packages program utilises a model of brokerage and 
case management based on the Community Options Program (discussed in Chapter 
2) approach developed part of the Aged Care Reform Program. There is little 
literature on the role of case management in the delivery of Community Aged Care 
Packages. The term case management is used in a variety of fields, from mental 
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health to child welfare and employment services (Moore, 2009; Gursansky, Harvey 
and Kennedy, 2003).  Whilst there are several agreed common components of case 
management, the process varies across these fields. At times, for example, the 
advocacy role of the case manager may be more dominant, and at others the 
coordination role may be more significant.  This means that much of the case 
management literature can be misleading when applied across fields, and is of 
limited relevance to a discussion of community aged care. 
 
Evaluations of the effectiveness of case management are also difficult to compare 
due to lack of clarity regarding the key goals of the process. Some evaluations 
consider cost effectiveness, others reducing admissions to residential care, and 
others focus on improved service delivery to consumers (Summers, 2008).  
 
In a recently competed thesis Michael Summers (2008) evaluated the use of case 
management across four programs delivered by one particular service provider. One 
of these programs delivered Community Aged Care Packages. Whilst the four 
programs are linked in his final discussion and evaluation, the slightly higher cost of 
case management undertaken within the CACPs program (when compared to HACC 
based case management programs) was noted. Summers (2008) found that case 
management overall did promote flexibility, and increased client control over micro-
level decision making and service delivery issues.  He also noted that many service 
users and their carers would have liked the amount spent on case management to be 
limited to ensure a greater amount available was available for service delivery, and 
that services users were more likely to be satisfied with the process when compared 
to their carers (Summers, 2008). 
 
Summer (2008) found that there were, however, difficulties in case management 
service delivery that related to broader policy and macro level issues reminiscent of 
the concerns of other service providers in the community aged care system. Service 
users did not feel that services matched their needs, or that there were enough 
available community aged care services. They also perceived a lack of lack of 
integration and flexibility in an aged care system that was difficult to navigate.    
 
Stakeholders such as ACSA have long identified CACPs as being a service that is in 
need of change. A key issue for CACPs provider groups relates to the limited value 
of the packages and their limited purchasing power to meet the identified needs of 
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the client groups. This is an issue of concern expressed over many years (ACSA, 
2003; ACSA, 2008a, 2008b). 
 
Concerns regarding the purchasing power of the CACPs program are raised by many 
stakeholders (ACCV, 2008a; Victorian Department Advisory Committee on the Home 
and Community Care Program, 2003; VAHEC, 2004). Rather than just an echo of the 
call for better resourcing, poor resourcing of CACPs is linked to both the perceived 
needs of service recipients who receive CACPs, and cost shifting struggles between 
levels of government. As Aged and Community Care Victoria recently noted this 
results in the “diminished purchasing power of CACPs programs which limits the 
fundamentally well conceived and well-intentioned government program from 
properly fulfilling its aims” (ACCV, 2008a, p. 5).  
 
The Victorian Association for Health and Extended Carevi (2004) found after a 
consultation with its membership, that recipients often became ineligible for other 
services when receiving CACPs and thus can be disadvantaged. Many councils 
charged full cost recovery for HACC services and this may use up the resources of 
packages very quickly. Services such as Meals on Wheels which are not subsidised 
for CACPs recipients had become too expensive for service users (VAHEC, 2004).  
 
This disquiet about the limited value of packages is also expressed by workers in the 
field. Working within a community aged care service, Mykta, Loan, Thompson, 
Dickson, Allerby, Fort, Riessen and Tyler (1997), compared different clients with 
similar needs in community care and in residential care. They found that that the 
amount of resources being offered to those in living the community was less than 
those in a residential setting. Mykta et al. (1997) argue that where someone lives 
should not determine their level of resources, and that people survive in the 
community on packages only because of the sacrifices of carers. This reflects what 
Wiles (2005) considers to be the invisible shifting of responsibility for care.  
The importance of adequately funding and supporting case management as part of 
the CACPs program is also an expressed concern by several authors and industry 
groups (ACSA, 2006; Allen Consulting Group, 2007; Victorian Department Advisory 
Committee on the Home and Community Care Program, 2003). The Victorian 
government argues that clear criteria need to be established to ensure that agencies 
are capable of delivering case management to groups with complex needs. They 
consider that this might require a greater input of resources, and that rationalisation 
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of existing services may be necessary to ensure improved quality of service delivery 
(Victorian Department Advisory Committee on the Home and Community Care 
Program, 2003).  
The viability of some existing CACPs programs is also questioned in the industry and 
academic literature (ACSA, 2003; Greene, 2002; McCallum and Mundy 2004; 
VAHEC, 2004). The adequacy of start up financial support for new services is not 
considered to be sufficient to develop the necessary infrastructure, and some 
services are not considered to have been allocated enough packages to ensure their 
long term survival. A service is considered to need enough packages to fund the 
necessary staff, both to provide the level of support that service recipients require, 
and to enable the service to adequately meet the administrative requirements 
(ACSA, 2003; Aged and Community Care Tasmania, 2008; VAHEC, 2004). 
McCallum and Mundy (2004) relate this concern to the long term viability of the 
existing community aged care system due to increasing costs, especially related to 
staffing and regulation requirements. Concerns about service viability, size and 
competition between services are especially relevant in rural areas. These are 
discussed later in the literature review. 
 
The need for service users to move more easily between different packaged 
programs (such as CACPs, EACH and EACH Dementia packages) has become 
increasingly mentioned in recent stakeholder and industry literature (ACCV, 2008a; 
ACSA, 2008a; Catholic Health Australia, 2008). Agencies are unable to adjust 
packages easily as service user needs change, and the difference in funding 
between low level CACPs and EACH packages is substantial. Providers argue for a 
new type of packaged program to be ‘in-between’ CACPs and EACH packages, or 
for subsidy levels to be adjusted (ACCV, 2008a; ACSA, 2008a; Catholic Health 
Australia, 2008). ACSA (2006) argues that packages should be linked to client needs 
as part of an overall packaged funding stream, reflecting the goal of delivering 
flexible services tailored to meet client needs. 
 
In summary: 
Whilst there is a continuous collection of numerical data on packaged programs by 
the AIHW and a significant amount of stakeholder documentation there has been 
little identifiable academic research done on service delivery issues specifically 
related to CACPs. A small recent study found high levels of stated satisfaction with 
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the program, but many informal complaints by service users, related to the limited 
day-to-day delivery of their services, rather than the CACPs program itself.  
 
Issues identified more broadly in the previous discussions regarding the community 
aged care sector such as the contested roles of different levels of government, poor 
coordination and rapidly increasing costs, are also reflected in the delivery of CACPs 
as part of that sector.  
 
However there are some issues which appear to be specific to CACPs. CACPs are 
considered to have an inadequate funding base linked to the inability of CACPs 
recipients to access other subsidised services. This lack of value in the program is 
linked to cost shifting issues between different levels of government which impact on 
the reduced value of packages. Recent industry stakeholder documentation also 
focuses on the need to have greater flexibility in delivery of packaged programs, and 
be able to move recipients between packaged programs.  
 
Whilst key stakeholders have raised a number of issues of concern with the service 
delivery of CACPS, there is no systematic academic study of the program, how it 
came to be in its current form and what this means for service delivery.  
 
3.2.3 International literature regarding service delivery approaches to 
delivery of community care 
 
Many of the concerns identified in the Australian context are echoed in the 
international literature reflecting the “common pressures” (Glendinning, 1998, p. 127) 
of changing demographics and rising costs of aged care (Glendinning, 1998; Healy, 
2002; Litwin and Lightman, 1996; Stuart and Weinrich, 2001). Despite some obvious 
similarities, care must be taken with these comparisons, as the overall framework for 
service delivery models varies. In the UK, for example, the term community care 
refers to all non National Health services for the aged (Healy, 1992) and in the US 
the systems of funding are very different and include a greater emphasis on health 
insurance models (Estes, Biggs and Phillipson, 2003; Yee, 2001a).  
 
The development of community care services for the aged as a policy response to an 
increasing need for services is also common across many western countries (Stuart 
and Weinrich, 2001; Litwin and Lightman, 1996). Whilst the rhetoric of increased 
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choice is used to support this development, many writers also feel that it is linked to a 
desire to deliver less expensive services to meet increasing demand. Writers such as 
Donna Yee (2001) in the US argue that the “rationing of resources” (Yee, 2001, p. 
44) has too often underpinned policies in the community aged care area, as these 
services may be seen as cheaper alternatives. The suggestion that community care 
is a preferred policy alternative because it is seen as a way of reducing expenditure, 
is also expressed by Williams (1997) in the Australian context, by Stuart and 
Weinrich (2001) in Denmark, by Glendinning (1998) in the UK and by Litwin and 
Lightman (1996) in the Canadian context. 
 
Yee (2001) also argues that this approach, influenced by rationing of resources 
rather than a formal planning process, has been the driving force underpinning policy 
making in the community aged care area. She considers this has led to a lack of 
coherence in policy making resulting in “problem generated policy” (Yee, 2001, p. 
44). Governments often react to financial problems rather than planning in a coherent 
manner, and this has impacted on community aged care service delivery approaches 
(Yee, 2001). 
 
Programs similar to CACPs are a common part of the provision of community aged 
care internationally (Coolen and Weekers, 1998; Glendinning 1998; Litwin and 
Lightman, 1996). Litwin and Lightman (1996) identify these programs as having 
common elements: they involve packages of services; a needs based assessment 
approach; they are delivered in a person’s own residence and generally use a case 
management model.  
 
However, despite these basic similarities, there are some differences in service 
delivery approaches. The role of the central government in relation to local or 
provincial government in community aged care delivery is one area of difference. For 
example in Canada, service planning and coordination are undertaken much more at 
the provincial or local level, although voluntary (or not-for-profit) services are still 
often used for service delivery. This system is described in the literature as 
‘patchwork’ and as leading to inequity between provinces (Hirdes, 2001; Litwin and 
Lightman, 1996). The dilemma of balancing standardisation and equal treatment with 
the delivery of a flexible locally responsive service is identified as a key issue in 
community aged care service delivery (Coolen and Weekers, 1998). 
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Hirdes (2001) suggests that Canadian recipients receive a diverse range of services 
from a variety of providers. Flexible services are administered by local communities 
resulting in unequal treatment between individuals, and fragmentation of service 
delivery. He also considers that this lack of standardised information and 
classification systems makes it difficult to compare the experience of service 
recipients across regional communities. Hirdes (2001) considers the Canadian 
approach, where individual provinces are developing their own solutions as a result 
of the regionalisation of services within Canada, as having long term implications for 
health care. He notes that as a result there are “inequalities in access to services and 
differential burdens of care on family members” (Hirdes, 2001, p. 79), which may 
have long term consequences resulting from different outcomes. The Canadian 
system which involves central funding but local administration and delivery of 
services forms a distinct contrast to the Australian model developed to deliver 
CACPs. 
 
Recent community care service delivery in the United Kingdom has had two phases, 
linked to the Conservative and Labour governments respectively. Healy (2002) 
discusses the UK system of the 1990s which involved shifting costs of aged care 
from the National Health Service to local government, and the development of an 
internal market within the sector. Market strategies included use of the purchaser-
provider split, encouraging competition, use of for profit-services, contracting out and 
increasing amounts of user-pays service delivery.  
 
Following the election of the Blair Labour government, policy changed to what 
Glendinning and Means (2004) refer to as the ‘joined up approach’ to delivery of 
community care. This approach emphasises partnerships and establishment of 
integrated services under the mantle of ‘care trusts’, who deliver care from the 
delegated authority of local councils. The goal of this model is to create flexible 
service models and delivery configurations, with the focus on flexibility rather than 
uniformity. These new services are expected to blur the boundaries between public, 
private and non-profit, leading to creative, locally focussed collaboration and service 
delivery. Glendinning and Means (2004) suggest that this approach was also meant 
to address unequal levels of resourcing between different sectors and problems in 
service coordination.  
Litwin and Lightman (1996) argue that many countries share the goal of providing 
community care for the elderly, but the way they do it differs according to policy 
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mandate, organisational environment and levels of funding. However they identify 
similarities between many of the service delivery models utilised to deliver these 
programs. Most services are delivered under purchaser-provider split models where 
the funding body does not undertake the service delivery, and there is also an 
increasing amount of private sector delivery of community aged care (Litwin & 
Lightman, 1996).  
An increasing role of the for-profit or ‘private’ sector in delivering services is noted in 
a variety of European countries (Coolen & Weekers, 1998; Pedersen, 1998). This 
move is controversial in states which have traditionally had strong or universalistic 
welfare states, such as The Netherlands or Denmark (Coolen & Weekers, 1998; 
Pedersen, 1998). Glendinning (1998b) considers that market driven approaches such 
as the development of purchaser-provider relationships in a competitive environment 
or market place and regulation by assumed consumer choice “are increasingly 
shaping the regulation and supply of services” (Glendinning, 1998b, p. 137) across 
national boundaries. 
Litwin and Lightman (1996) also consider that there are other cross-national 
similarities and concerns. The link between health care, particularly acute health care 
services and community care is mentioned by Glendinning and Means in the UK 
(1998b), and Pedersen in Denmark (1998b). Most significantly Litwin and Lightman 
(1996) echo the views of Yee (2001) that the ideology of client centred care is often 
secondary to resource issues in the delivery of many community aged care 
programs, and the needs of the care givers are not always recognised.  
 
In summary: 
Many nations share a concern to provide services for ageing populations and see 
community aged care as an appropriate way to do this. Programs such as CACPs 
which offer a combination of services linked to assessment procedures and case 
management are a common part of this international response. However, there are 
variations in the way services are delivered. 
 
The role played by central administrations in relation to local or regional government 
is an example of these differences. Balancing diverse flexible responses to meet 
individual or community needs whilst still ensuring fairness and consistency is a 
dilemma of community aged care service delivery. Service delivery choices may 
result in programs controlled by a central administration to ensure consistency and 
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equity. Other service responses have focussed on fostering greater control at the 
local level to adapt programs to meet different needs.  
 
The ideology of new public governance, including a reduced role for government in 
service delivery and an emphasis on competition appears to underpin much of the 
international service delivery reviewed here. Service delivery of community aged care 
is generally provided by services other than government in a purchaser-provider split 
arrangement, increasingly involving for-profit services competing with the not-for-
profit sector. This is discussed in greater detail later in the chapter. 
 
Concerns expressed earlier in the literature review that community aged care policy 
has developed according to the need for resource savings rather in a planned 
manner addressing service user needs are reflected in the international literature.  
 
3.3 Changing models of service delivery and Community 
Care.  
 
This section of the literature review will consider service delivery issues which have 
relevance for delivery of CACPs and community care service delivery more broadly. 
Whilst the focus is on broader themes relevant to overall service delivery design, 
literature relating to service delivery models in community aged care has been used 
wherever possible. 
 
Glendinning (1998) points out that changes in demography provide only one of the 
reasons why choices are made in the delivery of aged care services, and that both 
dominant ideologies of the time and the traditions of different systems and nations 
also impact on the choices that are made. This section of the literature review will 
focus on three themes relevant to understanding the impact of dominant ideologies 
and national traditions on the development of the Community Aged Care Packages 
program.  
 
These three themes are: 
 Models of new public governance - competition, choice and quasi-markets  
 The changing role of the not-for-profit sector in service delivery  
 The impact of federal-state relations on service delivery models and 
approaches. 
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3.3.1 Models of new public governance - Competition, choice and quasi-
markets  
 
CACPs, like many other similar programs developed internationally have been 
established within the context of changing models of service delivery discussed in 
Chapter 2. This approach is defined in the thesis as ‘new public governance’ and is 
underpinned and framed by the neo-liberal ideology of increased personal choice, 
reduced government intervention and market based solutions to service delivery.  
 
This paradigm shift (Carver, 1996; Edwards, 2001) in service delivery has been 
discussed extensively earlier in the thesis. Scourfield (2006) argues that ideas 
regarding the value of competition have become axiomatic in human services 
delivery; services in competition with each other will result in better value for the tax 
payer dollar and be more responsive to consumer needs. He suggests it has become 
impossible to construct alternative visions, such as suggesting a greater role for 
service delivery by any level of government. Scourfield considers that alternative 
ideas have increasingly become ‘unsayable’ in policy making and service delivery; 
associated with old ways of delivering services that have become ‘known’ as being 
unsuccessful (Scourfield, 2006).  
 
The increasing emphasis and development of community care itself is attributed by 
some authors such as Randall and Williams (2006) to an overall focus on reducing 
the role of government as well as addressing the rising costs of caring for an ageing 
population. Thus CACPs can also be seen as a programmatic response to the neo-
liberal critique of the welfare state. Randall and Williams (2006) suggest that the 
interacting forces of globalisation, neo-liberal ideology, as well as higher health costs 
relative to demographic change have impacted on the development of community 
care models internationally. 
  
Writers such as Scourfield (2006) and Randall and Williams (2006) argue that 
market-type reforms have not been in the interests of aged care service users, rather 
developed to address other neo-liberal agendas regardless of outcomes. This is 
supported by Brown and Ryan (2003) who found that efficiencies claimed for 
competition based models by government were caused by shifting responsibilities to 
the community sector, rather than techniques associated with models of new public 
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management. Critics of the competition based approach to service delivery abound in 
the academic literature, especially from the 1990s (Considine, 2000; McDonald, 
2004; Valentine, 1999; Williams, 1996). A summary is provided here of issues 
relevant to service delivery of CACPs.  
 
A key feature of new public governance is the development of mechanisms to ensure 
competition can take place, the development of markets. Healy (1998) suggests that 
if ‘markets’ in community aged care do not exist, governments in Australia and 
elsewhere have developed policies to create them. A variety of providers within the 
community have been encouraged to compete for provision of services, generally 
though a competitive tendering process. As discussed elsewhere in the thesis, this is 
not a market in a traditional sense as it has been fostered by government to deliver a 
government funded service. A ‘market’ in this context generally consists of one 
‘purchaser’ (government) and several deliverers, and can be considered to be a 
‘quasi-market’, sometimes referred to as an ‘internal’ market (Healy, 1998).  
  
In the community aged care field there is some work available internationally which 
explores these issues. In the United Kingdom the reforms following the 1989 white 
paper were based around the development of quasi-markets, resulting in mixed 
outcomes for service users and agencies delivering services (Healy, 2002; 
Scourfield, 2006; Trnobranski, 1995). The development of quasi-markets was 
assumed to foster choice, result in more flexible services, and better value for money 
based on the introduction of a competitive environment. Service delivery of care was 
transferred to a range of providers, many of them for-profit services. Scourfield 
(2006) argues that this did not lead to greater choices for service users, but was 
ideologically driven with very little real idea about how these markets would, or 
should perform in practice. 
 
Glendinning (1998) argues that quasi-markets fulfil both economic and political 
objectives of government, potentially saving money and reinforcing ideas regarding 
the value of market place solutions. Common problems she identifies with the 
approach include a lack of staff to deliver services, uncertainty over contracting 
arrangements and an increase in bureaucracy to administer contracts. Larger 
organisations often have advantages in being awarded contracts, and in some cases 
only clients who were ‘profitable’ under contractual arrangements were taken on 
(Glendinning, 1998).  
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In Canada this approach is termed ‘managed competition’ (Randall & Williams, 
2006). The aim of managed competition is to expose health and related services to 
market forces. Randall and Williams (2006) studied the development of a quasi-
market in delivery of community care in Ontario. They found that the development of 
this model in community care leads to separation of purchaser from provider and the 
introduction of a competitive tendering process, yet still involves some level of 
government regulation. Randall and Williams (2006) found that the introduction of 
this model led to what they describe as perverse outcomes. Costs actually increased 
and levels of services reduced as governments used resources to prop up market 
place models that did not deliver expected outcomes (Randall & Williams, 2006).  
 
Randall and Williams (2006) found that in many locations there was not enough work 
to support a number of providers. If services could not make enough profit, they 
stopped participating in the tendering process thus reducing the ‘market’ (Randall & 
Williams, 2006). Services then became concentrated in urban areas where there was 
enough work. They also found that there were significant administrative costs that 
disadvantaged smaller agencies and that not enough resources were provided to 
ensure their viability. Ultimately there was little effective competition, high bids had to 
be accepted, and this meant that the amount of service provided was reduced and 
some recipients actually lost services. They conclude “the implementation of market 
mechanisms may be seen as an end in itself” (p. 1603). They do note however, that 
costs for government were contained in the Canadian system. 
 
These concerns are echoed in the Australian context by Williams (1997). Williams 
(1997) compared delivery of community aged care in Canada, Australia and UK. He 
argues that social justice issues have become forgotten as the neo-liberal agenda 
has become dominant in each country. He also casts doubt on the value of quasi 
markets in community aged care, arguing that larger organisations may cut out 
others as part of the competitive process, and this could result in a few big players 
who have a great deal of power but little accountability.  
 
The costs of tendering, and the different power that organisations may have in the 
tendering process due to their varied resources is also raised by other authors 
(Carver, 1996; Ernst, Glanville & Murfitt, 1997; Healy, 1998). Critics of the 
competitive approach to service delivery argue that there are significant costs to 
service providers as part of the process of competitive tendering and that competition 
may be not be equal given the relative power and resources of some services 
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(Carver, 1996; Ernst, Glanville & Murfitt, 1997; Healy, 1998). There is a possibility of 
monopolies developing, reducing choice in the longer term (Ernst, Glanville & Murfitt, 
1997). The growth of bureaucracies to administer tendering processes has also 
added to hidden costs that agencies must bear. Scourfield (2006) suggests that 
“contracting for both quality and flexibility, whilst keeping bureaucracy to a minimum, 
has proved somewhat difficult to attain” (p. 14).  
 
The introduction of competitive approaches is considered by some authors to have 
reduced service quality (Considine, 2000; Parker, Ryan, & Brown, 2000; Scourfield, 
2006). Increased competition between services may result in reduced cooperation 
and poorer service coordination, which also impacts on service quality (Brown & 
Keast, 2005). Randall (2008) explored the impact of ‘managed competition’ on 
delivery of home care services in Ontario. He found that the process of fostering 
competition between not-for-profit and for-profit services had resulted in services 
developing similar characteristics to please purchasers, limiting the possibility for 
innovative or creative service delivery responses. 
 
Scourfield (2006) argues that there has been a loss of accountability in service 
delivery, as a result of competition models and tendering. He cites examples of poor 
service delivery in community aged care to illustrate that contract mechanisms do not 
ensure either commitment or quality of care. Confusion over who is responsible for 
quality assurance within this approach is also identified as a potential cause of 
reduced service quality by some authors (Considine, 2000; Parker, Ryan & Brown, 
2000). Finally in order to deliver on targets or outcome measures, services may need 
to focus on the most ‘profitable’ clients, leaving out the most difficult or expensive to 
service (Ernst, Glanville & Murfitt, 1997). The implications of these issues for rural 
communities will be discussed later in the thesis. 
 
The development of tightly controlled service delivery approaches funded under 
contractual arrangements is also seen as having implications for service delivery and 
human resource management. Concerns are also identified from within the service 
delivery sector regarding the power of governments to control what service providers 
do. de Carvalho (1998) illustrates the tension between government as steerers, and 
organisations who do the rowing, suggesting that whilst government may retain their 
role as policy makers doing the steering, they often try to control everything that other 
organisations do. The consequent impact on staff is considered to result in reduced 
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levels of professional discretion and a greater control over the way workers will 
operate as part of this process (Glendinning, 1998; Parker, Ryan, & Brown, 2000). 
Market based approaches assume service recipients have both the power and the 
ability to operate effectively in the market place, making choices and complaining 
when the market place fails (Estes, 2001a; Glendinning,1998b). The ability of 
community aged care service users to act as informed able consumers with real 
choice is questioned within the literature (Estes, 2001a; Glendinning, 1998b, 
Williams, 1997). Glendinning (1998b) argues that market based approaches assume 
older people are able consumers; this implies a control and power they often do not 
have. She suggests they require “literacy, confidence and competence” (Glendinning, 
1998b, p. 137) to act as consumers, and that some groups are vulnerable in the 
marketplace.  
 
Cooper and Jenkins (1999), in an extensive search of the literature relating to 
research in the aged care area note the “lack of consumerist behaviour” (p. 26) 
amongst service users. Older service recipients do not ‘shop around’ for better 
services, may not have an awareness of acceptable standards of care and find it 
difficult to formally complain about services where they have a dependent role 
(Cooper & Jenkins, 1999). This reflects both unwillingness and an inability to adopt 
practices of informed objective choice when it comes to service provision relating to 
health and welfare services. Cooper and Jenkins suggest that aged care service 
recipients may be unwilling to complain for a variety of reasons, such as fear of poor 
treatment and an unwillingness to undermine good relationships with individual 
workers.  
 
Williams (1997) supports this view that competition does not lead to real choice, as 
the service recipient does not know what the choices actually mean, and is not in a 
position to make judgements about quality. Scourfield (2006) suggests that in many 
situations managerial considerations impact on these ‘choices’, and that it is often 
service managers in community care who make the choices. In the Australian context 
The Allen Consulting Group (2007) found that clients and carers may have to fit in 
with what service providers suggest, rather than what they would choose.  
 
Authors such as Vernon and Qureshi (2000) and Plath (2002) argue that for disabled 
service users living at home, the ‘choice’ they would really like is for more control 
over their lives and more services to give them that control. Vernon and Qureshi 
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(2000) consider that the rhetoric of ‘choice’ rarely reflects increased genuine choice 
for those living at home, as increasing real choice too often relates to a need for 
more resources and services.  
 
In summary 
The growth of the CACPs program has occurred during an era when ‘models of new 
public governance’ underpinned by a neo-liberal ideology have been dominant in 
service delivery construction. This approach assumes the value of competition to 
provide choice for service users, with government as purchasers of services in a 
managed or ‘quasi’ market place, and that this competition will ensure quality of 
service delivery and outcomes. The push to increase community care as a form of 
service delivery is seen as reflecting this ideology, ensuring a reduced role for 
government and greater family and community responsibility. 
 
Key elements of the critique of the new public governance approach include: that 
some services have more power than others within a quasi-market place; that it leads 
to poorer service delivery outcomes; that it reduces cooperation and integration of 
competing services; that it leads to high levels of responsibility for agencies who 
deliver policies over which they have no control; that it reduces professional 
discretion, and that it leads to confusion in roles between purchasers and providers in 
issues such as quality assurance. 
 
A review of the literature provides examples of problems with the introduction of 
quasi markets in community aged care, suggesting that the process has been 
ideologically driven, rather than carefully considered. Issues of concern include: 
‘perverse’ outcomes of increased, rather than reduced, service costs; reduced quality 
of service delivery; larger services being advantaged in the competitive market place; 
increased administrative costs and bureaucracy; and selection of more ‘profitable’ 
clients by services, ignoring those who need it most. 
 
The idea that this service delivery model will lead to greater choice for service 
recipients is also challenged within the literature. Assumptions are made about what 
form this ‘choice’ should take and service users often have different priorities. They 
may actually be powerless in this process, rather than powerful consumers 
exercising choice in the market place. 
 
 74
The themes developed in the literature review indicate that changes to service 
delivery systems underpinned by models of new governance in the human services 
have potential pitfalls which appear to be ignored by government. The assumed 
value of the approach is rationale enough for its introduction.  
 
3.3.2 The changing role of the not-for-profit sector in service delivery 
 
New models of public governance have resulted in an increasing amount of 
community aged care service delivery being undertaken by the not-for-profit sector in 
Australia (Fine, 2007). However there is little formal research regarding the role of 
these services in the delivery of community aged care. Whilst governments want to 
‘steer not row’ (O’Connor, Warburton & Smyth, 2000) and be the ‘purchaser not the 
provider’ (Healy, 1998), in the community aged care sector they have also often 
chosen the not-for-profit sector to manage services rather than for-profit 
organisations. This may be due to the high level of community acceptance of these 
organisations, and the assumption of “good works, altruism, high standards of moral 
probity” which surrounds them (Salamon, quoted in McDonald, 2000, p. 87) 
 
Non-government organisations or NGOs as they are often known have played a 
critical role in the delivery of welfare services in Australia since the early days of 
European settlement. This includes a long history of caring for the poor and 
incapacitated aged (Lyons, 2001). These services have been classified in various 
ways, reflecting different constructions of their role. They are sometimes called the 
‘voluntary sector’ reflecting an inaccurate sense of unpaid altruistic volunteerism. 
Many are also ‘charities’ constructing these agencies as sites for philanthropic giving 
to the needy, and reflecting their historic roots. More recently, they have been called 
the ‘third sector’ (Lyons, 2001), as opposed to the other two sectors of government or 
the market, or as non- government organisations (NGOs). These constructions 
emphasise their ‘separateness’ from government, ignoring the dependence that 
many have on taxation revenue (Lyons, 2001; McDonald, 2000). Increasingly, 
however, they are identified as part of the ‘not-for-profit sector’ defining them in 
market based language (Barnes, 2006). This suggests that the key difference 
between these agencies and other organisations is the lack of a profit motive, rather 
than other characteristics.  
   
In his extensive study of ‘the third sector’ Lyons (2001) provides a summary of the 
broad characteristics of this sector. He describes these services as formally 
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constituted organisations, not part of government, and set up without a profit motive 
to provide a benefit to particular groups. Members of these organisations get one 
vote only, so a percentage of ownership does not dictate power. Organisations may 
receive funds from government, but they may also operate within the market place 
and they also may use volunteer labour. Lyons (2001) considers the sector to be 
extremely diverse in age, size, structure, range of functions and legal construction. 
 
Community aged care services are described in Lyons’ classification of ‘community’ 
services. Within this sub-group the percentage of religious organisations is higher 
than in other parts of the sector. Many of these community services have long 
histories and traditions of charity, and are able to successfully lobby for their own 
growth. However most are dependent on government funding and can be seen as an 
arm of the overall state funded delivery of welfare services, meeting government 
objectives (Lyons, 2001). Lyons (2001) also notes the expansion and growth of 
nation-wide agencies in Australia such as the Smith Family. 
 
In recent years this sector has undergone a significant period of changed roles and 
blurring of boundaries (McDonald & Marston, 2006; Staples, 2008). Both the period 
of the competition of the nineties and newer ideas about collaboration and 
partnerships between government and the non-government sectors have had an 
impact on this process, reflecting models of new public governance discussed earlier 
in the thesis. The attitude of the sector to these changes varies, but in a recent book 
on the sector (Barraket, 2008), various authors discuss these issues using 
metaphorical chapter titles referring to ‘into the lions den’ and ‘moral mine-fields’ 
reflecting the “practical and conceptual challenges” (Barraket, 2008, p. 1) facing the 
sector. 
 
McDonald and Marston (2002) discuss the growth of the not-for-profit sector and the 
increased reliance on the sector by government for service delivery as reflecting  
changing models of governance. The state is considered to be an inefficient and  
discredited provider of services, whilst the not-for-profit sector has community  
legitimacy, and is perceived as being inherently altruistic.  
 
Not-for-profit organisations in the human services are increasingly seen as becoming 
more like businesses, adopting the approach and practices of the market based 
sector, as expected by government. The boundaries between the sector and the 
market are blurring (McDonald, 2000). Dalton and Casey (2008) identify the way in 
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which organisations mix business and not-for-profit activities. This includes for-profit 
businesses becoming involved with not-for-profits, in a variety of allegiances. Not-for-
profits are also running for-profit businesses, and thus developing a variety of new 
organisational forms. Randall (2008), studying home care services in the Canadian 
context, found that there were few distinguishing features between for-profit and not-
for-profit organisations in a competitive quasi market. He suggests that there has 
been a blurring of organisational forms resulting in the creation of new ‘hybrid’ 
organisations.   
 
Dalton and Casey (2008) feel organisations can risk losing their independence and 
become (or be seen as) part of government, or more like a business. Organisations 
can also lose their sense of identity and vision, and risk losing legitimacy within the 
community as public perceptions of their role change (Dalton & Casey, 2008). Many 
of these organisations are now amongst the largest in the nation, and operate in a 
very business like manner indicating that there is a “convergence between sectors” 
(Lyons, 2001, p. 11), where not-for-profits operate in a similar corporate manner to 
businesses.  
 
Ernst et al. (1997) also consider that large corporate style not-for-profit organisations 
may also have significant power and influence, giving them advantages over other 
organisations in the pursuit of government contracts. They have significant 
infrastructure, the capacity to raise funds outside of government and are be in a 
better position to compete (Ernst et al., 1997).  
 
Just as boundaries have become blurred between not-for-profits and the market, so  
too have they become blurred between not-for-profits and the state (McDonald,  
2000). Considine (2003) suggests that third sector relationships with government are  
fraught with problems. Government, as purchaser of services, wants control and to  
treat not-for-profits in the same business like way as for-profit services. Considine  
(2003) considers despite the development of peak bodies, the sector has been poorly  
coordinated and fragmented. It carries a lot of responsibility but does not have much  
power in comparison to government. 
 
Staples (2008) argues that under the Howard government “the pervasive use of  
purchaser-provider contracts had many NGOs delivering the government’s agenda”  
(p. 272). Services were unable to speak out against government policy because of  
restrictive clauses within contracts. Similarly de Carvalho (1998) feels that not-for- 
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profit organisations do not have any input into the development of policies and  
programs they must administer, and take responsibility for. 
 
There are also concerns in the literature that not-for-profit services are not well  
understood or scrutinised by the broader community. Considine (2000) argues that  
these services are still part of the public domain and funded by government,  
yet the service providers are not subject to normal democratic processes of  
accountability. He argues separating the purchaser from the provider can result in  
less accountability as normal democratic processes no longer apply, yet tax  
payers’ money is still being used. This view is echoed by McDonald and Marston  
(2006) who suggest that these services are now the face of the welfare state for  
many of its citizens, and are at the centre, not the periphery, of service delivery.  
However they are not well understood by the community or service users (McDonald 
& Marston, 2006). 
 
In the US Estes, Alford and Regan (2001) identify that some larger non-government 
organisations in aged care services delivery are growing whilst smaller ones are 
disappearing, and that it is becoming more difficult to see the difference between the 
not-for-profit sector and the for-profit sector. Service delivery for the aged is 
increasingly constructed in terms of free market rhetoric and consumer choice.  
 
In 1990 Jennifer Wolch, in a seminal work on not-for-profit services, described the  
not-for-profit sector in the United States as becoming the ‘shadow state’, delivering  
the agenda of government as well as the services. This metaphor of a shadow 
creates an image not only of these services as a pale identical copy of government, 
but also as in shade or not exposed to the full light, reflecting the concerns expressed 
above in the Australian context. However Wolch (1990) argues that this changed and 
expanded role also makes not-for-profit services potentially powerful, and capable of 
using that power to achieve social change objectives (Wolch, 1990).  
 
However this view is contested. It is in contrast to ideas of the not-for-profit sector 
constructed as being a more community based alternative to government or the 
market, which are reflected in the partnership rhetoric of the ‘third way’ (McGregor-
Lowndes, 2008.) These ‘third sector’ organisations are considered to represent the 
‘civil society’; to be more innovative, community based and able to foster social 
enterprise (Haugh & Kitson, 2007).  
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In summary 
Not-for-profit providers have been delivering services in Australia since the early 
days of European settlement. Their role in service delivery has increased as 
government has increasingly chosen to become purchasers, and not providers of 
services. Whilst these organisations have historically been defined and labelled in 
many ways, they are now generally characterized in terms of their market status (or 
lack of it) as not-for-profit organisations, reflecting a changed construction of the 
sector within an overall market oriented framework of service delivery.  
 
There are many concerns expressed within the literature regarding this changing role 
of the sector. These include: the inappropriateness of the corporate business style for 
many not-for-profits; the growth and disproportionate power of some not-for-profit 
organisations; the tight control over organisations developed by government under 
this model; and the lack of exposure of these organisations to scrutiny and the 
democratic process.  
 
Not-for-profit services can be seen as having an assumed intrinsic merit and virtue as 
service providers. The nature of their role is contested, they can be constructed as a 
‘shadow state’ delivering the agenda of government or part of the ‘civil society’, in an 
equal partnership with government developing new ways of delivering services. 
 
Despite the role that not-for-profit services take in delivery of community aged care in 
Australia, there is no identified literature which analyses their role or explores the 
consequences of their growth as key players in the community aged care sector. 
 
3.3.3 Federalism and community care 
 
The dilemmas of the Australian federal system in relation to the delivery of aged care 
more broadly are identified in Chapter 2. The confusion about the roles of state and 
federal governments is considered to have contributed to poor coordination and 
service overlap within the sector (Bartlett, 2007; Fine, 1998; Kendig & Duckett, 2001; 
Pfeffer & Green, 1997). Some authors argue that the inability of the states and 
Commonwealth to resolve issues in service delivery represents a major failure of the 
Australian federation (Pfeffer & Green, 1997; Wilkins, 2006).  
 
Yet a review of the literature also demonstrates that cooperation between the states 
and the national government in aged care service delivery is possible (Clark, 1997; 
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Munn, 1999). Clark (1997) analysed the development and implementation of the 
common aged care assessment process, which has changed its name over time but 
began its life as the Geriatric Assessment Teams (GAT). He argues that the general 
assumptions that the federal system will be problematic due to the competing political 
agendas and concerns over who has jurisdiction over different areas of service 
delivery are not always valid. Clark (1997) found that the states and the 
Commonwealth both hindered and facilitated the program’s introduction at different 
stages in its development. However the program did eventuate, and has continued 
operate. Clark (1997) considers that the involvement of the Commonwealth ensured 
national direction and consistency; however resource issues were, not unexpectedly, 
the cause of most disagreement. 
 
Munn (1999) reviewed attempts at human services coordination within the Australian 
federation. He found that facilitators of coordination included positive attitudes 
towards coordination by bureaucrats, flexible approaches to funding and 
administration, and involvement of local people in a coordinating process. Inhibitors 
of coordination were found to be resistance by senior personnel to working with the 
human services industry, inadequate resource allocation, specific funding 
approaches, failure of state and federal bureaucrats to work together, and control by 
centralised decision makers (Munn, 1999). Munn also emphasises that whilst 
cooperation and integration are important, so too is diversity. Lack of uniformity 
among programs is not always a cause for concern (Munn, 1999).  
 
Disagreement over resourcing issues regarding who should pay for services, are 
seen as an ongoing cause of dispute. Lawson and Gleason (2005) contend that the 
financial dominance of federal over state and local governments leads to often 
adversarial conditions preventing coherent policy development. They consider that 
the “fiscal force” (p. 80) of the Commonwealth undermines coherent policy making. 
This enables the Commonwealth to develop its own policies, regardless of the states’ 
opinions. Lawson and Gleason (2005) argue that this results in duplication of 
services leading to greater centralisation of control. 
 
Other authors support this view that sees the Commonwealth as increasingly 
centralising power (Brown & Keast, 2005; Hollander, 2008; Parkin & Anderson, 2007; 
Wilkins, 2006). Hollander (2008) argues that significant changes took place during 
the era of the Howard government, with greater centralisation of power. The 
Commonwealth developed relationships with other providers, thus reducing the need 
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to negotiate with the states. Hollander (2008) argues that this continued an already 
existing tendency for the states to be marginalised. Hollander (2008) also contends 
that the Howard government might have been interested in reducing the role of 
government in service delivery, but it did not really reduce the role of government, 
especially central control by the Commonwealth government.  
 
Parkin and Anderson (2007) suggest that the rationale for this centralisation included 
the need for better coordination, planning and standardisation. They consider the 
Howard government bypassed the states, and increased its control over resources 
by using other providers often in the name of choice (Parkin & Anderson, 2007). 
However the outcome involved “using the Commonwealth’s fiscal supremacy to 
extend its reach into areas ostensibly belonging to the states” (Parkin & Anderson, 
2007, p. 91). The federal government has extended its power by working through 
bodies other than the states; an approach Parkin and Anderson (2007) describe as 
‘parallel federalism’.  
 
Brown and Keast (2005) suggest that at a local level, a result of this centralisation 
has been reduced service coordination. They argue that the actions of the Howard 
government’s  blurred lines of accountability regarding who should be responsible for 
coordination. The Commonwealth now holds significant amounts of power in the 
centre in terms of policy making whilst delegating much service delivery to the 
‘periphery’. Brown and Keast (2005) consider that this has resulted in government 
withdrawing from “key responsibilities in programmatic coordination” (p. 514). At the 
same time the Commonwealth has kept tight controls on agencies delivering 
programs. This undermines the capacity of service delivery agencies to develop and 
control coordination linkages independently (Brown & Keast, 2005).  
 
Internationally, Canada provides a contrast to the Australian model. Canada also has 
a federal system, but as discussed earlier in this chapter has developed a different 
relationship between the national government and the provinces in the delivery of 
aged care services (Chan & Kenny, 2001; Clark, 1999; Hirdes, 2001). Many of the 
issues raised in the Canadian literature are familiar in the Australian context. 
Questions such as who should be responsible for delivery, who should pay for 
services, who should coordinate and regulate services, are raised in the Canadian as 
well as the Australian context. Service delivery in Canada is also provided by not-for-
profit agencies in many locations. The key difference reflected in the literature is the 
relationship of the central government to the provinces.  
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The Canadian system places greater emphasis on individual provinces developing 
their own solutions in aged care based on broadly similar principles, rather than a 
uniform centralised approach (Chan & Kenny, 2001). National consistency is 
encouraged using overall guidelines, but processes and models of service delivery 
vary between provinces. Costs are shared and the provinces receive block funding 
from the National government. Some provinces then develop their own legislation 
and provide further funding and services (Chan & Kenny, 2001).This is very different 
to the increasing centralisation in Australia described above by Hollander (2008).  
 
However problems are identified with this greater emphasis on local diversity (Chan 
& Kenny, 2001; Clark, 1999; Hirdes, 2001). Chan and Kenny (2001) suggest that 
there has been variation in the willingness of the provinces to develop programs, due 
to significant variation in population composition and wealth. Hirdes (2001) argues 
that this has resulted in unequal treatment between individuals and fragmentation in 
service delivery (discussed earlier in this chapter). He also considers that lack of 
standardised information and classification systems makes it difficult to compare the 
experience of service recipients across regional communities (Hirdes, 2001). 
 
In 1999 Michael Clark analysed this model and considered its suitability in the 
Australian context. He questions whether the Australian states would want the power 
and control of the Canadian system, accompanied as it is with funding 
responsibilities. Clark (1999) suggests disparities between rich and poor states, and 
different approaches to standards might result in inequities of service provision, 
creating social division and leading to a reduction in standards of care.  
 
Wilkins (2006) summarises the possible range of scenarios for the relationships of 
the states and the Commonwealth in the delivery of human services in Australia. In 
one scenario the Commonwealth has the money, makes the policy whilst the states 
deliver the services. A second scenario involves a cooperative relationship in policy 
making between both levels of government, then the states undertake delivery. A 
third option is that the states and the Commonwealth agree to have different 
responsibilities and deliver services independently, or contract them out for provision 
to third party providers. Whilst this seems clear on paper, Wilkins (2006) does not 
address the issue of all parties agreeing, or possibly changing their minds at a later 
stage. 
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In summary 
Concerns have long been raised about the impact of the state and federal 
government relations in the development of aged care policy and delivery of aged 
care services in Australia. The two key issues identified in the literature relate to 
which level of government should be responsible for what services, and the 
distribution of resources to fund services. 
 
Cooperation and coordination is possible, and has occurred in the past, although the 
Commonwealth government will always maintain significant power because of its 
capacity to raise and distribute revenue. Political agendas are seen as impacting on 
this process, and an increased tendency to centralisation has been identified during 
the ‘Howard’ era. In this period the states have been marginalised, as the 
Commonwealth developed alliances with other bodies to deliver services.  
 
The Canadian system of community aged care service provision provides a contrast 
with the Australian approach, involving a more decentralised delivery of services by 
the provinces, with the central government providing only broad guidelines related to 
service delivery. However critics of this approach argue that it has lead to 
inconsistency and varied standards. A comparison with the Australian system 
illustrates the dilemma in policy making in the aged care area; whether it is to foster 
common standards delivered by a centralised government, or local control which 
addresses community needs, but results in diversity.  
 
Glendinning (1998) points out that the way in which aged care services are 
developed and delivered reflects not only demographic change, but also the 
dominant ideologies of the time, and national traditions regarding aged care service 
delivery systems. This section of the literature review builds on the understanding of 
context discussed in Chapter 2, and on earlier sections of the literature review to 
explore three key themes. These themes reflect the dominant ideology of service 
delivery, and national historical traditions of service delivery in aged care. They also 
demonstrate the political nature of the policy making and service delivery process.  
 
3.4 Rural service delivery issues in community care 
 
This section of the chapter reviews literature relevant to the particular context of the 
thesis, rural Victoria outside of major cities. It explores issues associated with 
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delivery of aged care services in rural areas, and rural service delivery issues that 
have relevance for the delivery of CACPs in this context.   
 
3.4.1 Ageing in rural Australia 
 
There are always dilemmas in comparing literature regarding rural service delivery 
related to the definition of ‘rural’. This has been discussed elsewhere in this thesis 
(see Chapter 1 and Chapter 8). Some authors may be discussing services that are 
‘non-metropolitan’ (the approach taken in this thesis) when they use the term; others 
may exclude larger regional centres and focus on more remote communities. 
However there are still common themes in the literature regarding issues in rural 
service delivery.  
 
The challenges facing many Australian rural communities in a globalised economy in 
recent decades have been well documented (Alston, 2005; Cheers, Darracott & 
Lonne, 2007; Davis and Bartlett, 2008; Dibden & Cheshire, 2005; Gray & Lawrence, 
2001). Included in these challenges are indicators of what Cheers, Darracott and 
Lonne (2007) describe as “structural disadvantages” (p. 24). These identified 
disadvantages may include poorer health, reduced access to services, higher rates 
of unemployment and poorer housing. Alston (2005) argues that “inequality has a 
post code” (p. 157), when she discusses the way in which some rural residents may 
be excluded from opportunities and resources.  
 
Alston (2005) argues that social exclusion in rural communities relates to low 
incomes, but also a lack of access to resources and opportunities for participation. 
Whilst acknowledging that not all rural communities experience these issues, Alston 
(2005) also points out that many communities are disadvantaged, and thus 
‘excluded’. Alston (2005) further suggests that in an era of globalisation dominated by 
a neo-liberal ideology, there is an increased emphasis on individual provision. This 
further disadvantages those who do not have the resources or opportunities to make 
individual provision for old age.  
These perceived disadvantages in particular rural areas are reflected in aged care 
service provision. Estimates of the proportion of the aged in rural communities can 
vary according to the way in which each writer defines the boundaries of ‘rural’. 
However there is general agreement that the percentage of the elderly is higher in 
many rural areas than in major cities (Hugo, 2005). Australian Bureau of Statistics 
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data indicate that inner and outer regional communities had the highest proportion of 
residents aged between 50 and 79 in 2008, with remote areas and major cities 
having a younger profile. In Victoria, they note that whilst the population of those over 
65 in Melbourne was 12.6% in 2008, in regional Victoria it was 16% (ABS, 2009). 
This is also discussed in Chapter 2 of the thesis.  
There is considerable diversity in this older population which may, for example, 
include affluent retirees moving into some rural communities. Hugo (2005) agrees 
with Alston (2005) that these communities do not all share similar financial or other 
disadvantages. This recognition of diversity has implications for both understanding 
of rural issues as well as planning for service provision. Davis and Bartlett (2008) 
argue that much data are collected on rural ageing in terms of “urban-rural contrasts” 
(p. 59) where the inclusion of data from the affluent blurs the picture for communities 
experiencing disadvantage. Humphreys (2009) also contends that too much health 
service provision has been developed in a “one size fits all” (p. 37) manner. Whilst 
the diversity of rural communities is generally acknowledged in the literature, 
disadvantage is considered to increase with degree of remoteness (Humphreys, 
2009; National Rural Health Alliance, 2004).  
Changing demography in some rural communities can also impact on the dilemmas 
of service provision for the aged (Beard, Tomaska, Summerhayes, Earnest & 
Morgan, 2009; Davis & Bartlett, 2008; Humphreys, 2009). Younger people have 
moved out of small rural communities in times of economic downturn, and the 
agricultural workforce is ageing (Davis & Bartlett, 2008). Many small rural 
communities have a higher proportion of their population in older age groups, and 
less available younger people to staff services or provide volunteer and family 
support (Stehlik, 2000). Smaller communities have experienced loss of infrastructure, 
meaning that individuals must travel much further to get their needs met. Those who 
are financially disadvantaged, such as many of the aged, cannot afford to move 
(Stehlik, 2000). Aged care recipients may also be unable to access the same variety 
and quality of aged care services than those in major cities (Humphreys, 2009; 
NRHA, 2004, 2009). 
The National Rural Health Alliance (NRHA, 2004) considers that poor health and 
lower incomes may increase rural disadvantage for the aged, with reduced life 
expectancy and higher rates of chronic disease also being a feature of rural life 
(NRHA, 2009; Beard et al., 2009). Fraser, Judd, Jackson, Murray, Humphreys and 
Hodgins (2002) compared the health indicators associated with rural and urban 
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status. They found that rural status is associated with a shorter life span, greater 
number of deaths from coronary heart disease, higher rates of asthma, death from 
cervical cancer and deaths from diabetes. In the rural context, the poorer health 
status of Indigenous Australians impacts significantly on these statistics as many live 
in rural or remote areas (Smith, Humphreys & Wilson, 2008). Smith et al (2008) note 
that the poorer health status  experienced within some rural communities reflects 
existing patterns of disadvantage in those rural communities which they attribute to 
“higher levels of socio-economic disadvantage, ethnicity and poorer access to health 
services” (p. 60). 
3.4.2 Issues in rural service provision 
The NRHA (2004) identifies a number of challenges for rural service provision in 
aged care. Many of these issues relate to the delivery of aged care Australia more 
broadly, such as poor coordination, poor planning processes, problems in 
Commonwealth-state relations, and underfunding (NRHA, 2004).  
However, the NRHA (2004, 2009) also identifies some rural specific issues in aged 
care service delivery, which are echoed by others in the literature (ACSA, 2002; Alt 
and Beatty, 2000; Davis & Bartlett, 2008). Rural services may be more expensive to 
develop and to run, a factor that is rarely acknowledged in government planning 
processes and funding subsidies. These increased costs relate to establishing 
services, as well as continued provision of services in the longer term (NRHA, 2004, 
2009). Increased costs then impact on the long term viability and survival of the 
service.  
There are also ongoing problems in attracting staff, and in providing specialist 
services (Davis & Bartlett, 2008; Fraser et al., 2002; NRHA, 2009). It is often difficult 
to get skilled staff, and to get access to training opportunities. Transport options are 
also limited, and the cost of transport adds to the cost of service provision for both 
agencies and service users (Alt & Beatty, 2000; Davis & Bartlett, 2008; Humphreys, 
2009; NRHA, 2004, 2009).  
Much of the literature regarding rural service delivery issues focuses on the issues 
for workers in rural communities (Cheers, Darracott & Lonne, 2007; Green, 2003; 
Green & Lonne, 2005; Lehmann, 2005). Cheers et al. (2007) identify the importance 
of community embedded practice by workers when discussing rural service delivery 
models. They define this as a “frame of reference” (p. 93) where the practitioner sees 
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themselves as part of a reciprocal mutually supportive network of services. Other 
authors discuss the pressures of rural practice and the conflicting demands on 
workers who are highly visible, have reduced access to privacy and other stressors 
associated with local residence (Green, 2003; Green & Lonne, 2005). 
Lehman (2005), in a study exploring issues for rural human service managers, 
argues that many dilemmas for rural managers are “qualitatively different due to the 
rural factor” (p. 360). She considers that existing pressures common to all services 
can be exacerbated by specific rural factors associated with high levels of staff 
visibility and connection to communities. Highly visible staff may be held responsible 
for decisions and are assumed to be always available. In addition specific pressures 
occur because of the relatively small size of services, which makes it difficult to 
manage budgets and ensure competitive viability (Lehman, 2005). 
 
Lehman (2005) found that workers identified many issues associated with distance. 
These concerns did not only relate to day-to-day work place travel, but also distance 
from key personnel in organisations where face to face contact with other workers is 
rare. Rural workers also needed to maintain professional boundaries and work 
between diverse communities, often with very different needs and cultures (Lehman, 
2005). Travel, both in terms of kilometres covered and time on the road or away from 
home, was a significant ‘rural specific factor’ for workers. In addition she found there 
were constant expectations that country workers will travel to metropolitan areas for 
support and meetings by both researchers and industry groups (Lehman, 2005). 
Lehmann describes this as “multiple forms of isolation” (2005, p. 365), reflecting 
distance geographically as well as lack of supports and specialist resources.  
The importance of community control of services in rural areas to ensure that 
services address local needs is also stressed in the literature (ACSA, 2003; Alt & 
Beatty, 2003; Cheers et al., 2007; Humphreys, 2009; Munn, 2003; Williams & 
McMahon, 1998). Many authors share a belief that models of service delivery 
designed for metropolitan areas, are not necessarily suitable for rural areas (Cheers, 
1998; Fraser et al, 2002; Humphreys, Hegney, Lipscombe, Gregory & Chater, 2001; 
Munn, 2003). In addition they argue that a range of service delivery approaches 
reflecting the diversity of rural communities needs to be developed as “no one-size-
fits-all” (Humphreys, 2009, p. 37).  
Humphreys et al. (2001) in discussing rural health issues more broadly, identify the 
“persistence of a metropolitan mindset” (p. 9) by policy makers. They suggest that 
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service delivery models are framed in terms of the experience and understanding of 
those who live and work in large cities, and then translated into rural contexts 
whether they fit or not (Humphreys et al., 2001). Due to the dominance of major cities 
in Australia, in terms of both population and as centres of government activities, rural 
areas can be either ignored or be subjected to the ideas of bureaucrats who do not 
understand how they operate (Cheers, 1998; Humphreys et al., 2001). Rural 
consumers and communities are rarely consulted, let alone included in decision 
making (Humphreys et al., 2001). 
Cheers et al. (2007) agree that “decisions are often made far from the local context 
with little or no community consultation and without reference to the reality of local 
needs” (p. 131). Common problems they identify with this approach include central 
administrations failing to factor in travelling time or real costs, and difficulties in 
obtaining essential staff. Cheers et al. (2007) consider that attempting to respond to 
community needs whilst addressing organisational or government policy 
requirements is an added pressure on rural workers.  
In research exploring coordination of rural services more broadly, Munn (2003) found 
that centralised policies were often bureaucratic and overly proceedural, with set 
rules which were inflexibly related to diverse rural communities. Munn (2003) argues 
that a focus on clear levels of responsibility and standardised service delivery models 
is considered more effective by central administrations. However, this focus on 
standardisation limits creative service delivery and coordination in rural communities 
(Munn, 2003). This concern regarding centralised planning models is echoed by 
Williams and McMahon (1998). They found, in an exploration of the needs for aged 
care in rural Queensland, that local community providers knew little about the 
different types of services available and were not included as part of the aged care 
planning process.  
 
Concerns about changes to funding models and the impact of competition on local 
agency relations in rural communities are also reflected in the literature (Lehmann, 
2005; Munn, 2003). Formal managerial types of approaches to rural service provision 
are seen as preventing smaller community based services from successfully applying 
for funding, as they lack the expertise or resources to enable them to successfully 
compete in tendering processes and meet bureaucratic expectations (Munn, 2003).  
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In one of the few research studies to focus on service delivery of aged care services 
in the rural context Alt and Beatty (2003) analysed 23 case studies across all states 
and the Northern Territory. This study found that there were common themes in aged 
care service delivery in rural, regional and remote Australia. These include additional 
costs, often associated with issues of economy of scale, problems with staff 
recruitment and retention, dealing with large geographical areas, dispersed 
populations, lack of infrastructure and limitations in transport. However, Alt and 
Beatty (2003) also found advantages to rural service delivery. These included high 
levels of community support, high levels of motivation to provide services, and 
creativity in addressing individual community issues (Alt & Beatty, 2003).  
 
Alt and Beatty (2003) found that successful agencies had strong and ‘visionary’ 
governance, client centred quality, effective management and a focus on staff 
support and development. They also found that “strong local ownership” (Alt & 
Beatty, 2003, p. 43) was important, especially if organisations combined this with an 
openness to consider possible innovations or changes from outside their 
communities. Involvement of consumers and other stakeholders fostered local 
cooperation, a feeling of community ownership and pride in local services. Alt and 
Beatty (2003) argue that a combination of local knowledge, willingness to use 
evidence based practice approaches and sound business practice results in the 
delivery of high quality aged care services in rural communities (Alt & Beatty, 2003).  
 
Documents from the key peak bodies, however, demonstrate some of the practical 
dilemmas of delivering community aged care services in rural communities. Viability 
of services is linked to costing and funding issues (ACSA, 2003). McCallum and 
Mundy (2004) emphasise the importance of maximising efficiency and cost 
effectiveness to improve availability of service delivery, and suggest that some 
amalgamations of services are inevitable to increase this efficiency. 
 
ACSA (2003) considers that the major changes needed in the community care sector 
generally will have implications for aged care service providers, and that there may 
be a need for some rationalisation and “industry consolidation” (ACSA, 2003, p. 15). 
Concerns are expressed by ACSA (2003) about service viability, size and levels of 
competition between services in rural areas. Often agencies deliver a small amount 
of services, requiring significant infrastructure, difficult to sustain with available 
funding. ACSA (2003) also queries the value of multi-purpose health care services in 
rural areas for community care service delivery fearing that the needs of the acute 
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health sector will dominate, whilst other authors identify positives in this 
organisational form (Hoodless & Evans, 2001). 
 
Greene (2002), explores service viability issues in his paper titled ‘Rural and remote 
viability’. This is a well summarised discussion of the dilemmas of merging rural 
organisations, rather than a discussion of viability. Greene interviewed members of 
the peak body ACSA, rather than communities themselves, and it is possible that 
communities may see these issues from a different point of view. Greene (2002) also 
notes the absence of research into the topic. He found that alliances or mergers 
which improve service viability usually do not occur unless communities have little or 
no choice; however he considers that many of the results have been successful. 
Greene (2002) found that common rural community fears include perceived 
differences in culture between different organisations, issues of local ownership and 
independence, and the degree to which organisations wish to retain their own 
organisational identity.  
 
Concerns about rural service delivery have continued in more recent industry 
literature. Peak bodies have continued to argue for increased viability supplements to 
address rural issues, increased community consultation and a review of planning 
regions to better address community diversity (ACCV, 2008a; Brotherhood of St 
Laurence, 2008; Catholic Welfare Australia, 2008). The need for better resourcing to 
address the viability issues that undermine small services, the development of 
flexible approaches which address local needs, and the need to subsidise travel 
costs continue to be major concerns in delivery of aged care (NRHA, 2009).  
3.4.3 A brief look at the international literature 
The international literature also reflects similar themes regarding rural service 
provision. Rural communities in many western societies are identified as having 
higher percentages of the aged within their populations (Dobbs & Strain, 2008; 
Vanderboom & Madigan, 2008). Many share demographic changes such as younger 
people leaving and the composition of communities changing (Williams & Cutchin, 
2002). Concerns regarding the best way to address rural diversity, deal with rural 
specific issues and rural disadvantage in the provision of services, are also echoed 
internationally (Keating, 2008).  
The implications of rural disadvantage are explored in the international literature. 
Scharff and Bartlam (2008) explored the social exclusion of the rural elderly in their 
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UK study, and found that there were significant areas of rural disadvantage, including 
exclusion from material resources, access to social relationships and access to 
services. They also found that this disadvantage was hidden, as individuals often 
constructed their situation as acceptable, even when it involved significant levels of 
hardship (Scharff & Bartlam, 2008).  
In the US Vanderboom and Madigan (2008), found the aged in rural areas had 
poorer health status, and limited access to services. This is echoed by Coward and 
Vogel (1995) in the US who found that that older people in non-metropolitan locations 
had poorer health and lived with a greater degree of disability than older people in 
metropolitan areas. They also had lower levels of formal service usage which the 
authors consider may relate to reduced availability of services (Coward & Vogel, 
1995).  
 
Lack of access to services is also linked to distance and travel limitations in the rural 
context. These issues affect the ability of older people to travel to the specialist 
services they may need. In addition distance and travel add to the cost and 
complexity of getting community services to older people in their homes (Sims-Gould 
& Martin-Mathews, 2008). Distance and lack of transportation options also impact on 
mobility, social isolation and independence (Dobbs & Strain, 2008). Dobbs and Strain 
(2008) point out the reliance of rural dwellers on private transport, and the 
consequences for older rural residents when they can no longer access this mode of 
transport. There are few other transportation alternatives. This issue also provides an 
example of the link between socio-economic status and rural residence; those who 
can afford private transport will have greater access to services and reduced isolation 
(Dobbs & Strain, 2008). 
 
Sims-Gould and Martin-Mathews (2008) highlight the dilemmas involved in providing 
home based aged care services to the homes of the rural elderly in Canada related 
to distance and travel. They identify concerns such as difficulties in scheduling 
services, time taken by staff in travel, the safety of workers travelling on poor roads in 
bad weather and poor light, the dangers of long distance travel and the high costs 
involved in delivery of rural home care services (Sims-Gould & Martin- Mathews, 
2008). Difficulty in attracting and keeping trained staff is also a common issue across 
national boundaries in rural areas (Keating, 2008). 
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Within the international and Australian literature (Coward et al., 1995; Humphreys et 
al., 2001; Swindlehurst, Deaville, Wynn-Jones & Mitchinson, 2005; Williams & 
Cutchin, 2002), many of these issues are linked to the inability of policy makers to 
consider rural factors. Rural communities are seen as powerless in a system where 
policy decisions are made in an environment dominated by powerful groups focused 
on a metropolitan constituency. In the Canadian context Williams and Cutchin (2002) 
argue that rural communities can be “short-changed” by a “double burden” (p. 110). 
This double burden represents an inability to access needed services and trained 
staff which is compounded by a lack of government recognition of the needs of rural 
communities in service planning and delivery. 
 
In summary 
The degree of rural disadvantage, and the need to make special service provision to 
address this perceived disadvantage, are common themes within the Australian and 
international literature. However this disadvantage is not experienced equally by all 
communities, reflecting the diversity of rural communities. 
 
Many non-metropolitan communities have higher numbers of the aged and the ‘old 
aged’ than major cities, indicating a potentially greater need for services. However 
some of these communities are affluent, whilst others show high levels of socio-
economic disadvantage, and diverse factors impact on their need for different 
services. Whilst the issues for rural communities are often constructed in terms of 
problems, authors do identify advantages and strengths in rural service delivery. 
 
Common issues of concern include costs of transport and time spent in travelling, 
isolation, lack of specialist resources, high levels of staff visibility and accountability, 
and problems in recruiting and retaining skilled staff. Lack of resources to address 
these issues is considered to relate to a lack of understanding by funding bodies. 
Discussions within the literature regarding models of service delivery in rural 
communities also emphasise the role and importance of local ownership and 
involvement in service delivery to address local needs. 
 
Much of the literature also reflects the view that policy development is based on 
‘metro models’ and on meeting metropolitan needs, with policy makers framing their 
ideas from their own experience of a highly urbanised society. Rural communities are 
often seen as relatively powerless, and excluded from participating in the policy 
making process.  
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This final section of the literature review explores issues in policy making and service 
delivery in the rural context. There is little or no research into considering what these 
factors mean for the community aged care sector in rural areas.  
  
The literature demonstrates that existing disadvantages of rural residence are often 
compounded by poor access to services. The problems in delivering quality services 
to small ageing rural communities are also underpinned by a lack of acknowledgment 
of these issues in societies dominated by urban populations and urban mind sets. 
This again demonstrates the political nature of the policy making and service delivery 
process.  
 
The thesis will explore the way issues identified in other parts of the literature review 
play out in the rural context. This will include an analysis of the impact of dominant 
ideology and national traditions on delivery of community aged care in the rural 
context. The thesis will also explore the way issues identified in the literature, such as 
the importance of community ownership of services, are reflected in the delivery of 
community aged care programs.  
 
3.5 In conclusion 
 
This thesis focuses on the choices made by the Commonwealth government in the 
delivery of CACPs and the consequences of these choices from the perspective of 
service providers on the ground. It aims to use this understanding to contribute to a 
more effective and efficient delivery of community aged care services in Australia. 
The literature review has been wide ranging to inform a thesis that will address these 
aims, and locate the research in its contextual location. It addresses literature 
specific to the community aged care sector, as well as service delivery more broadly 
within the rural context. 
 
The literature review demonstrates the impact of historical debates regarding the 
relative roles of different levels of government in the delivery of the community aged 
care sector. This in turn demonstrates the highly political and contested nature of 
policy making and service delivery. Community aged care services are also 
constructed within a specific time and place in history, and this contextual location 
impacts on the overall design of service delivery approaches. In particular, the 
 93
dominant discourse of new public governance frames choices regarding the way 
services should best be delivered and the form services should take.  
 
The discussion within the chapter also demonstrates the disadvantages experienced 
by some rural residents, and the difficulties in delivering quality community aged care 
services in rural environments. In particular the extra costs involved, dilemmas in 
staffing services, and lack of recognition of the impact of distance are seen as 
significant concerns. Policies and programs are also constructed in terms of the 
understanding of city based policy makers, and the needs of the largely urban based 
Australian population.  
 
In conducting this extensive review of the literature relevant to the overall thesis, the 
lack of academic literature regarding the service delivery of CACPs is probably the 
most significant finding. Much of the literature is dominated by the opinions of peak 
bodies and lobby groups. In addition community aged care issues are debated in the 
literature, with an assumption that these issues are reflected within other community 
care programs. Packaged care programs are simply a briefly mentioned subset of a 
larger system. Traditional assumptions regarding issues such as federa-state 
disagreements are assumed to be troublesome problems that affect all services 
equally.  
 
It remains unclear whether many of the broader issues identified by the industry are 
actually reflected in the service delivery of this program. So the first task of this 
research is to fully explore how the service delivery model of CACPs has actually 
been constructed. The thesis will do this by exploring the impact of contextual factors 
described in Chapter 2, examining underlying assumptions which have underpinned 
this construction, and considering what this means for the overall ‘service delivery 
design’.  
The second task is to consider what this construction means in terms of service 
delivery, and analyse the consequences of policy choices in service delivery. The 
thesis will explore the delivery of the program from the viewpoint of those who are 
implementing it, workers in the field. These workers have an awareness of 
programmatic issues, but also deal on a daily basis with the consequences of these 
decisions, as well as with the impact on service recipients.  
 
Finally, the third task is to contribute to a more effective and efficient delivery of 
community aged care services in Australia. This process involves analysing the 
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findings of the thesis, and the implications for service delivery models and resource 
allocation. This will, hopefully, involve suggestions for improving the delivery of 
packaged care programs based on the findings of the thesis. The study will also add 
to the very limited amount of academic discussion on Australian packaged aged care 
programs. The literature in this chapter will also inform this discussion. 
 
Community Aged Care has rapidly expanded over the last 20 years in response to a 
perceived increased need, but packaged care is a relatively new approach to 
delivering aged care. The CACPs service delivery model has not been explored, and 
critically examined in the academic literature. How has the construction of the model 
impacted on its service delivery, and how has this impacted on non-metropolitan 
areas in particular?  
 95
Chapter 4 
 
Theoretical approach: Policy, practice and 
power.  
 
This thesis aims to explore the construction of policy and service delivery models in 
community aged care, and the implications of policy and service delivery choices for 
providers delivering services in rural Victoria. It is underpinned by a social 
constructionist epistemology, adopts a ‘critical theory perspective’ and explores the 
way in which power operates at different levels in the policy making and service 
delivery process to ‘make sense’ of the findings.  
 
The term the ‘critical theory perspective’ is used deliberately, rather than the term 
‘critical theory’. Briskman, Pease and Allan (2003) suggest that critical theory now 
“embraces a variety of theoretical positions” rather than the “narrow level of the 
Frankfurt school” (p.  8). Thompson (2000) agrees that the term critical theory can be 
used narrowly or broadly, and that the broader approach represents “a very rapidly 
developing theoretical perspective engaged with the issues of post-modernism” (p. 
52). This view is also reflected in the work of Fischer (2003), and Keating (2008). The 
approach used in the thesis draws from critical theory, but also engages with other 
theoretical constructs, in particular an exploration of governmentality.  
 
This critical theory approach frames both the development of the research questions 
and overall research design, but also the ‘sense’ that is made of the data. This 
chapter will focus on a discussion of the social constructionist epistemology, the 
development of a critical theory based framework which underpins the research, and 
a discussion of the key theoretical constructions used to analyse and make sense of 
the data. Additionally the thesis draws on the ideas of Rein and Schon (1994) in 
exploring the way in which policies are socially constructed, and the exploration of 
policy and practice provided by Rose and Miller (1992) and Henman (2006) which 
are discussed in greater detail later in the chapter.  
 
The overall theoretical approach taken in the thesis is summarised by the following 
propositions:  
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1. Issues, policies and service delivery choices must be understood in terms of 
both dominant agendas of powerful groups and dominant discourses in any 
given historical period. 
2. An exploration of practice can provide insight into policy making, political 
agendas and the role of the underlying discourse on policy making as well as 
the consequences of policy choices. 
3. Issues, policies and service delivery choices must be understood in terms of 
the way in which power is distributed and operates within the policy making 
and service delivery process. 
 
This approach is also summarised in a diagram at the conclusion of the chapter.  
 
4.1 The social constructionist epistemology 
 
This section of the document will locate the study within a broader epistemological 
framework using the approach developed by Crotty (1998). His approach explores 
the link between epistemology, theoretical framework, methodology and methods, 
again reflecting Maxwell’s (2005) view of the need for ‘harmony’ between all 
elements of a research design. 
 
E.O. Wilson suggests that we are at a time in history when two extremes of thought 
have currency: “Enlightenment thinkers believe we can know everything, and radical 
postmodernists believe we can know nothing” (Wilson quoted in Patton, 2002, p. 
100). This represents a dilemma for the researcher who considers that whilst 
research must be understood in context and that “there are different perspectives on 
truth” (Knight, 2002, p. 28), also considers that it is possible to learn from research. 
The results of the thesis can inform decision making in the practical world of policy 
making and program planning, even if knowledge is understood as socially 
constructed.  
 
Crotty (1998) argues that there are three broad epistemological traditions which can 
underpin research – positivism, constructionism, and interpretivism. Constructionism, 
which reflects both an ontology of realism, and also a recognition of the socially 
constructed nature of meanings ascribed to different events, underpins this thesis. 
Constructionism recognises the social construction of knowledge, but identifies 
commonalities between individual experiences which are constructed within historical 
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and cultural contexts, enabling a path between “eternal truths’” (Crotty, 1998, p. 64) 
and the consideration that “there is no meta-narrative that can bring things together 
for us” (Crotty, 1998, p. 212). The social constructionist epistemology, according to 
Crotty, focuses on the way in which meaning is constructed in terms of broader social 
structures rather than the interpretivist model which explores the creation of meaning 
through individual subjective experience and the interaction between individuals in a 
social context. 
 
 Constructionism, in Crotty’s framework is an epistemology which focuses on the 
“making of meaning” (Crotty, 1998, p. 42). It contrasts with both positivism which 
focuses on a scientific objective approach to research, and interpretivism, which 
focuses on subjective experience.  
 
Crotty (1998) suggests that within the constructionist epistemology subject and object 
exist but the object has no meaning except in the context given it by the subject. He 
considers that in the constructionist epistemology reality exists, even if individuals 
construct the meaning of that reality differently. Thus, Crotty argues that 
constructionism is an epistemology which is compatible with realism in ontology 
(Crotty, 1998).  
 
The concept of culture and the shared understandings embedded in culture and 
language are critical to this development of meaning, as individuals view the world 
using cultural interpretations which are already established. The aim of research is to 
understand these meanings as experienced by individuals in a given context, and to 
identify the way these contextual issues have ‘constructed’ the subjective experience.  
 
The epistemology of constructionism can easily be contrasted with an objectivist 
epistemology which suggests that knowledge and truth can be known, built on over 
time and generalised from rigorous scientific inquiry. In Crotty’s classification, for the 
interpretivist the world can only be understood from an individual subjective 
perspective. Both constructionism and interpretivism share a rejection of the idea that 
truth and knowledge can be positively proven and “known”, but the interpretivists 
consider that the world can only be understood through individual subjective 
experience and the search for individual meaning (Crotty, 1998; Knight, 2002). 
 
A researcher who utilises a research design which assumes a constructionist 
epistemology, will always be aware of the constructed nature of any research 
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interpretation, however still believe that shared understandings can be generated. 
Researchers will also be aware that there could be alternative understandings of the 
same set of research outcomes. The constructionist can utilise a variety of methods, 
including quantitative methods; the difference would be in the conclusions they would 
draw. Their understanding would be informed by their view that this was one 
perspective or construction of reality. One theoretical approach which is underpinned 
by a constructionist epistemology is critical theory. 
 
4.2 The critical theory perspective 
 
4.2.1 History and overview 
 
Crotty’s (1998) classification of epistemology informs the next level of his model, that 
of theory. Thompson (2002) describes theory as the “subjective filter” (p. 15) which is 
used to make sense of the world around us. In the context of this thesis a critical 
theory perspective which links individual experience with broader social and political 
factors, is used to explain or ‘make sense of’ the study and the results.  
 
The critical theory perspective (Briskman, Pease & Allen, 2002; Thompson, 2002) as 
developed in this thesis, involves making the link between individual consciousness, 
and underlying broad systems of ideas and beliefs which support existing social 
structures. Social structures are defined as ‘enduring patterns of social order and 
institutions reflecting ideas about how society should be arranged’ (see Chapter 1) 
within this thesis. A researcher coming from a critical theory perspective argues that 
individual subjective experiences must be understood in the context of society, 
history and politics (Thompson, 2000).  
 
Critical theory is generally considered to reflect the ideas the ‘Frankfurt school’, many 
of whom operated out of the Institute for Social Research in Frankfurt. The Frankfurt 
school, including Horkheimer, Adorno and later Habermas, are interested in the 
relationship between social structure and power, and the behaviour of the individual 
(Held, 1990). The goal of their work is to ‘critique’ society with a view to change it, 
drawing on ideas of Marx, Freud and Weber (Mullaly, 2002). From Marx, ideas 
regarding the role of dominant powerful groups were linked to Freudian ideas of the 
unconscious to explore the link between ideological domination and the behaviour of 
individuals (Joseph, 2003; Mullaly, 2002). 
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This group of thinkers began by exploring the reasons why the Marxist view of history 
had not unfolded as he predicted, and consider that human behaviour cannot be only 
influenced by inevitable historical forces. They feel that instead of destroying 
capitalism, the working class has in many ways absorbed its values as their own, and 
that the capitalist system has adapted to cope with forces that could threaten it. 
Society is understood from a conflict perspective, where competing interest groups 
struggle for power, and certain dominant groups have more power than others. 
Dominant groups are seen as having control over the dominant ideas of their time, 
and this reinforces their power. Individuals internalise these dominant ideas as the 
‘normal’ way society should operate, and have shared subjective understandings of 
the world (Fairclough, 1995; Thompson, 2000). 
 
According to critical theorists the ideas of positivist science do not acknowledge the 
way in which the development of knowledge is limited by the constraints of the 
historical and cultural environment. Critical theorists reject Enlightenment ideas which 
suggest that social order is based on reason and understanding, and that the study 
of the universal, objective laws of science will ensure the inevitable progress of a 
society based on reason. Habermas, the most prominent of critical theorists in recent 
times, however, has suggested that the ‘enlightenment project’ is unfinished and 
needs changing, rather than being totally rejected (Joseph, 2003). 
 
Critical theorists argue that positivist science such as applied social science, usually 
describes what is, and what exists, rather than seeing alternatives and this limits the 
potential to perceive different ways of acting. Positivist science is seen as uncritical of 
dominant ideas and values, which the powerful impose through their ability to 
influence cultural understandings. It is the task of the critical theorist to both critique 
what exists and to develop alternatives. Positivist science can be seen to reinforce 
the dominance of the powerful that control the dominant ideology of the times.  
 
Central to the role of the critical theorist is the concept of ‘reflexivity’ (Becker & 
Bryman, 2004). When applied to research this means that all understandings must 
be located within a given time and culture. Researchers should identify the ways in 
which knowledge has been constructed, and the agendas of the key actors who have 
developed that knowledge. In this way the ideas which underpin the operation of 
society can be made visible, and alternatives can be envisioned.  
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A broader ‘critical perspective’ as suggested by Briskman, Pease and Allan (2003) 
embodies a method of analysing society which focuses on challenging dominant 
discourses; seeing them as only one version of reality which often works to the 
advantage of the most powerful. It is distinguished by the belief that human 
behaviour must be understood in its cultural and historical context. The task of the 
critical theorist is to identify the ideas which underpin dominant discourses and to 
challenge them by perceiving alternatives. 
 
Whilst many sociological terms used in this thesis are contested, clarifying the 
meaning of the term ‘discourse’ is one of the most challenging. The term ‘discourse’ 
is defined differently between different texts, different theoretical traditions, and even 
between different epistemological bases according to Crotty (1998). Fischer (2003) 
suggests that discourses are “large encompassing systems of meaning embedded 
in, and transmitted by, culture,” which “function to regularise the thinking of particular 
period”( p. 75), and it is this definition that will be used in this thesis. 
 
The critical theory perspective promotes the need for social change where the critical 
theorist may identify disadvantage, exploitation and conflict inherent in a generally 
accepted social order (Mullaly, 2002).  A researcher operating from a critical theory 
perspective should aim to identify the ways in which the dominant ideas of the 
powerful are represented, taken as accepted and internalised by individuals. Thus, 
research underpinned by the critical theory perspective should challenge commonly 
held values and social structures, and promote social change.  
 
Neumann and Kreuger (2003) provide an example of the way in which the critical 
theory perspective, (which they call critical social science) operates in research. 
Subjective meaning is not ignored, but the researcher explores the way participants 
view the world, and then aggregates those experiences to explore their commonality 
within the context of common social experience. Critical theory based researchers 
identify external social forces that act on individuals and shape their social 
constructions. 
 
In summary: 
A critical theory perspective emphasises the importance of understanding issues 
within their historical and cultural context, a recognition of the power of dominant 
societal ideas embedded in the culture to influence behaviour, and a rejection of the 
view that knowledge can be universal or objective. It challenges the researcher to 
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uncover the nature of the dominant ideas and also to perceive alternatives in a 
manner that challenges the dominant ideology. Crotty concludes his discussion of 
critical theory by suggesting that critical inquiry remains a form of praxis - “a search 
for knowledge…… but always emancipatory knowledge, knowledge in the context of 
action and the search for freedom” (Crotty, 1998, p. 159). 
 
In summary this thesis is framed by a critical theory perspective which includes the 
following key assumptions:  
 
1. Individual understanding of the world is constructed within, and must be 
understood by, exploring macro level social structures and dominant 
discourse in any given historical period.  
2. Competing interest groups struggle for power within society, and some 
groups have more power than other groups.  
3. Dominant powerful groups within society both reflect and promote the 
dominant discourse within a given historical period, in ways which reinforces 
their power. 
4. Individuals may identify this dominant system of thought as natural, or the 
‘norm’, although it may enhance the interests of certain groups over others 
and can be contested. 
5. Positivist scientific models assume the current social structure as the ‘norm’, 
thus reinforcing the existing social order, rather than exploring alternatives. 
6. Researchers need to be ‘reflexive’, and explore constructed social 
understanding as part of the research process, rejecting the concept of total 
objectivity in social research.  
7. Research should challenge dominant, normalised ways of thinking. 
 
4.2.2 The critical theory perspective and aged care 
 
The thesis is also informed by critical theory based analyses of aged care policy and 
practice, particularly the work of Chris Phillipson and Carroll Estes. These theorists 
label their approach to the study of ageing and aged care ‘critical gerontology’. 
Critical gerontology is an approach to exploring ageing which reflects many of the 
ideas of critical theory, but again uses a broadly ‘critical perspective’. It aims to 
challenge “the limits imposed by social structure, interpersonal attitudes and 
internalised self – perceptions” (Estes, Biggs & Phillipson, 2003, p. 30). Estes, Biggs 
and Phillipson (2003) argue that there is a need to challenge the orthodox 
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assumptions about ageing and ageing policy, as traditional gerontology is dominated 
by scientific and medical approaches to ageing. 
 
Critical gerontology focuses on power relationships within economic and political 
systems and explores social policy as the result of contests between powerful groups 
and interests in society. Chris Phillipson (1982), in his book Capitalism and the Social 
Construction of Ageing, argues that individual experience of ageing needs to be 
understood within a socio-political context and that different social and political 
environments will lead to different constructions of what it means to be old. These 
different constructions may include the aged as burden, the aged as social problem, 
and the aged as dependent. Phillipson (1982) argues that the elderly may internalise 
these constructions, and this will foster a sense of powerlessness. 
 
Phillipson (1982) develops this argument by suggesting that the capitalist system is 
incompatible with the provision of high quality aged care services, as it focuses on 
the accumulation of capital. Individuals are valued in terms of accumulated wealth or 
the capacity to accumulate wealth. He argues that the aged are particularly 
vulnerable in a capitalist society because they are not seen as ever again having 
productive value. The most vulnerable will be those who have experienced 
disadvantage during their life course, as inequalities in earlier life will be replicated in 
old age. 
 
Phillipson (1982) suggests that this will lead to markedly different realities for different 
individuals as they age. In his later work Phillipson (Estes, Biggs & Phillipson, 2003) 
also explores the power of dominant medical discourse on the construction of ageing 
and considers that biological and psychological theories related to ageing, whilst they 
cannot be ignored, have become too dominant. The attitudes embodied by these 
approaches may also be internalised by the aged, adding to their sense that to be 
aged is to be disabled and dependent. 
 
The other key seminal text relevant to the delivery of aged care within the critical 
gerontology tradition is Carroll Estes’ (1979) work on ‘the aging enterprise’, further 
developed in her later work (Estes, 1993; 2001b). Estes supports Phillipson's ideas 
that individual experience of ageing is shaped by messages communicated by 
dominant voices within society, and that in social policy terms ageing is usually 
constructed as a ‘problem’. She argues that the construction of issues and identified 
policy solutions relating to ageing reflects the agendas and needs of powerful groups. 
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These groups include the ‘ageing enterprise’ which represents the organisations that 
deliver a range of services to the elderly, including that set of services now 
associated with ‘managed care’ models. Estes suggests that despite changes in 
rhetoric associated with the move from institutional care, organisations which form 
part of the ‘ageing enterprise’ are still capable of treating individuals as commodities 
(Estes, 2001b). 
 
Estes, Alford and Egan (2001) also note the increasing marketisation of the ‘ageing 
enterprise’, and although the pattern in the US may be somewhat different to 
Australia, the review of the literature in Chapter 3 suggests there are some 
similarities. Estes et al. (2001) identify that some larger non-government 
organisations are becoming more dominant, smaller ones are moving out of the 
sector and there has been a blurring of roles between the not-for-profit sector and the 
for-profit sector.  
 
Service delivery in the ageing enterprise is increasingly constructed in terms of free 
market rhetoric and consumer choice. Estes argues that the “older person has been 
reconstituted as a conscious, informed actor capable of rational choice” (Estes, 1999, 
p. 142) as part of this process. Estes, however, doubts that the elderly who receive 
services as part of the ageing enterprise can be truly considered to have the power 
suggested by the rhetoric of ‘consumer choice’ as there is no sense of ‘entitlement’ 
as part of the process, leaving them powerless (Estes, 1999).  
 
Estes (2001a) also explores the construction of ageing as a social problem, and the 
link between this construction and the way in which policies have developed. She 
considers that the construction of the aged care ‘crisis’ and the need to ration care 
also reflects broader political agendas. Estes, Biggs and Phillipson (2003) argue that 
this is linked to the medically based construction of ageing and the push to limit 
resources available to the elderly due to the impending funding ‘crisis’. Estes also 
argues that community care policies are rarely rhetorically constructed in terms of 
cost savings, but this does not mean that the policies of community aged care not 
about cost savings (Estes, 1999), suggesting that political agendas may be unstated. 
The ‘ageing enterprise’ of service delivery reflects broader structural power relations 
resulting in an institutional system which ‘commodifies’ ageing in terms of economic 
cost rather than rights of citizenship. Public policy choices reflect these broader 
structural issues and impact on the life chances and choices for the individual citizen 
or the public at the micro level. Public policies also reflect existing power 
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relationships and structural forces, and this in turn reinforces existing disadvantage 
(Estes, Biggs & Phillipson, 2003).  
 
Keating (2008) considers ageing in rural communities from the critical perspective, 
arguing that the experience of ageing must be understood in context. The 
disadvantage experienced by rural communities can be reflected in the experiences 
of some older adults, who may be marginalised as they age in rural locations. Older 
people in rural communities can also be a relatively powerless group whose voices 
are not always heard in a society dominated by urban environments (Keating, 2008). 
Keating does not suggest that the experiences of rural ageing are always 
problematic, but rather agrees with Daly and Grant (2008) when they suggest that to 
understand ageing, researchers need to “understand the places in which participants 
are ageing” (p. 31). Scarf and Bertram (2008) also note the way in which the aged 
may have internalised constructions of the inevitability of disadvantage in rural 
locations.  
 
Critical gerontology focuses on the social construction of old age, the power of 
dominant groups in this construction, the role of dominant discourse, and the need to 
address macro issues, as well as micro issues when exploring ageing.  
 
In summary 
Key elements of a critical gerontology analysis used within the thesis include: 
 
1. The way in which ageing is understood within society is socially constructed. 
2. These constructions include a view of ageing as inevitably disabling, and as a 
burden on society. 
3. Social constructions of what it means to be aged may be internalised by 
individuals, and limit their life choices and options.  
4. The experience of ageing reflects disadvantage across the life course, and 
this may include disadvantages associated with place. 
5. Issues in ageing policy, and consequent policy and service delivery solutions, 
are also constructed within existing dominant ideologies, and political 
agendas.  
6. Resource constraints limit the choices of options for the elderly, and reflect 
dominant social constructions of ageing, including the need to ration 
resources at a time of an ageing ‘crisis.’ 
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7. Research should focus on challenging normalised constructions of ageing, 
and resource allocations reduce options for the elderly as they age. 
 
4.2.3 Exploring policy and practice from a critical theory perspective 
 
This thesis aims to explore the construction of the model of services delivery for a 
community aged care program, and also what this means for those delivering 
services. It explores both formal policy rhetoric and also the perceptions of workers 
delivering the program. It is underpinned by the idea of practice as being a critical 
part of the policy making process.  
 
Michael Lipsky (1980) developed the concept of ‘street level bureaucracy’ to describe 
workers who deal directly with those who receive service from large public 
bureaucracies and who have discretion in the way they undertake their work. He 
argues that these workers have a role in rationing services, in determining the quality 
of services delivered and in the perception of the organisation by service users. Their 
actions at the service delivery level impact on the way in which the organisation is 
understood, the way services are actually delivered and thus the way policies are 
implemented.  Jones and May (1992) explore this idea as it relates to practice in the 
welfare field and argue that the daily work of welfare professionals “involves them 
directly in the making and implementation of social policy” (p. 12). 
 
Henman (2006, p. 29) suggests that “we need to recapture a broader notion of policy, 
which includes policy as practice.” Henman (2006) discusses the way in which 
underlying discourse impacts on both written policy making and service delivery, 
focussing on informal practices and exploring the way the normative is constructed in 
practice as well as in written documents. In a similar vein Wagenaar and Cook (2003) 
argue that practice is an important part of the political process, contrasting with the 
goals of rational empirically based approaches to policy analysis, that aim to 
“eliminate the ambiguity, uncertainty and unpredictability of the every day world” (p. 
140).  
 
The way in which policy and practice are analysed, or how writers work out “what is 
going on” (Dalton, Draper, Weeks and Wilson, 1996, p. 8) when studying social 
policy depends on their view of how society should be, or is, arranged (Martin, 1990). 
The strategies that are used, the questions that are asked, the concepts that are 
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explored will all reflect an author’s understanding of the social world.  Thus 
contextual factors and the worker’s own theoretical view are relevant to how they will 
analyse policy making and practice choices. This is closely linked to ideas about how 
knowledge is gained and understandings are reached – epistemological questions 
which are again linked to the methodology that analysts may use to ‘work out what is 
going on’ in policy making and outcomes. Critical theory approaches to exploring 
policy and practice are often linked to Marxist class analyses (Beresford, 2002) or 
divided between other categories which focus on radical critiques or interpretive 
approaches (Colebatch, 2002). In this thesis the exploration of policy and practice 
builds on the critical theory perspective framework summarised above.  
 
Dalton, Draper, Weeks, and Wiseman (1996) suggest that there are two broad ways 
of looking at ‘working out what is going on’ when exploring policy. Policy is either 
seen as a rational decision making and planning process or policy making is seen as 
a strategic and political process. The latter view constructs policy making as a 
contest over social goals and the means to achieve them - with winners and losers, 
depending on who sits at the table, whose voice is heard and who holds the power. 
This reflects the critical theory perspective taken in this thesis, where competing 
interest groups struggle for power, and where some groups have more power than 
others. 
 
The thesis also draws on the views of Fischer (2003) who suggests that “the goal of 
a critical policy analysis is to make political actors aware of distorted or manipulated 
policy discourses that characterise inequitable or unjust political arrangements and 
the decision structures that produce them” (p. 202). Fischer’s definition focuses on 
issues of equity and disadvantage, which are fundamental to a critical theory 
approach. It also emphasises the way in which ideas about policy making are 
constructed by discourse, as well as within formal political arrangements. Fischer’s 
approach, in which a critical theory perspective should explore both political 
arrangements as well as the underlying discourses which frame policy choices, is 
adopted within this thesis.  
 
In exploring the way in which issues, policies and programs are socially constructed, 
the thesis also draws on Rein and Schon’s model of ‘frame reflection’ (1994). This 
model demonstrates the way in which issues are constructed at different levels in the 
policy making and service delivery process, by exploring the way issues and choices 
are ‘framed’. Policies are ‘framed’ both by different agendas and by discourse at 
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various levels of the policy making and service delivery process, reflecting the 
essentially contested nature of policy making.  
 
Rein and Schon (1994) consider that all actors make coherent sense of the social 
world through a process of ‘framing it’ in terms of an organisation of thought that they 
accept or that has value for them. Rein (1983) describes these frames as “structures 
of thought, of evidence, of action, and hence of interests and values” (p. 141). 
Information is then selected that supports this frame, and as part of this process often 
a “normative leap” is taken (p. 141), assuming that a frame is the most appropriate 
way to view the situation. These frames may then be transferred to other situations, 
and are often described in terms of generated metaphors to illustrate a point. The 
idea of ‘tidal waves’ and ‘time bombs’ are examples of metaphors mentioned in this 
thesis. 
 
Each actor in the policy making and delivery process constructs their view of social 
reality through a process of framing and reframing, as arguments or information are 
selected to support particular frames. Individual situations and experiences are 
understood according to a given frame, then other situations may be reframed in 
terms of this construction. The perceived solution to a new problem is understood in 
terms of an existing frame, which determines the course of action required to address 
a social concern. Through this process of framing and reframing ideas can take a 
“normative leap” (Rein and Schon, 1994, p. 26) from ‘is’ to ‘ought’ and the argument 
may be constructed as ‘obvious’. These ideas may also be transferred to other 
situations that seem similar but are different in many ways. They may, however, be 
framed differently by other actors in the policy making and service delivery process. 
An example here relevant to this thesis is the framing of ageing as a time of illness 
and dependency within a medical model, being transferred to a community based 
model of aged care. 
 
Rein and Schon’s (1994) approach to policy framing is also relevant to this thesis 
given that it has a strong emphasis on ‘ladders of framing’ from practice, through to 
institutional frames and frames which draw on broader societal meanings. This 
ladder reflects the research method used in this thesis and also informs the analysis 
or ‘sense making ‘of the data. Rein and Schon (1994) argue that it is often only 
through observing action (how services are actually delivered) that we can determine 
a frame, the rhetoric of policy analysis may not reflect what actually happens as other 
‘frames’ come into play.  
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Rein and Schon (1994) consider that rhetorical frames may underlie policy debate, 
and action frames may underlie policy practice, and that these may not be the same. 
The way the language of persuasion is framed may not be the same way that actions 
in practice are framed. They also argue that whilst frames are based in institutional 
arrangements, there can be different, even conflicting, frames operating within the 
same institution. 
 
Rein and Schon (1993) consider that public policies reflect socially constructed 
frames, which provide “conceptual coherence, a direction for action, a basis for 
persuasion and a framework for collection and analysis of data – order, action, 
rhetoric and analysis” (Rein and Schon, 1993, p. 3). Frames structure what is known 
and what become “normative prescriptions for action” (Fischer, 2003, p. 144). This 
thesis explores the way which these normative frames have resulted in a program 
construction, and the way in which workers frame their understanding of that 
construction. 
 
In the next section of the chapter the way in which discourse frames the development 
of policy and practice will be explored. 
 
In summary 
Key elements of the critical theory perspective used to explore policy and practice 
within the thesis include: 
 
1. Policy and practice are constructed within a particular historical contextual 
location. 
2. Issues, policies and service delivery choices are socially constructed in terms 
of agendas of powerful groups, and the underlying dominant discourse of the 
time.  
3. Policy making is a political process, where goals and the means to achieve 
them, are contested by different groups. 
4. Individuals at different levels in the policy making process frame issues 
according to shared systems of thought. 
5. Issues may be framed in rhetorical terms in formal policy documentation and 
reframed differently at the level of service delivery as part of action frames. 
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6. Research should have as its goal understanding the role of discourse in 
shaping and normalising policy and practice, and in identifying groups who 
are disadvantaged by policies and practice. 
 
4.3 Power, discourse and governmentality 
 
As discussed in the introduction of the chapter, this thesis explores the research 
questions and makes sense of the findings using a critical theory perspective. 
However the thesis also engages with other theoretical constructions, in particular in 
the areas of power and discourse to explore the findings of the study. This approach 
reflects the work of other writers such as Fischer (2003) and Tew (2002), who adopt 
a broadly critical theory approach, but integrate it with postmodernist approaches to 
understanding power and discourse. In particular the thesis draws on the work of 
Rose and Miller (1992) to discuss the policy making and service delivery process, 
using the concept of ‘governmentality’.  
 
This analysis does not ignore the role of the state, or the political process of policy 
making. Rather it is used within the thesis to explore how discourse and power 
operate within a changed environment of service delivery, and new models of 
governance framed by ideas of neo-liberalism discussed earlier in the thesis.   
 
4.3.1 Power and discourse 
 
Henman (2006) suggests the need to integrate new approaches to exploring policy 
and practice, with the traditions of social administration and policy analysis. Henman 
(2006) identifies that both written policy making and service delivery are underpinned 
by discourse. His emphasis on “policy as practice” (p. 29) reflects the approach of 
this thesis. In a similar vein Wagenaar and Cook (2003) argue that practice is an 
important part of the political process. This section of the chapter will explore the way 
power and underlying discourse operate within the policy making and service delivery 
process. 
 
An understanding of power and dominant agendas is part of a critical theory 
approach to exploring policy and programmatic service delivery. Policy making is 
seen as a political process involving a contest over goals and means. The 
construction of the issue, the policies developed to address it, the programmatic 
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responses and above all the way the debates are constructed, are underpinned by 
ideas and values which are dominant at a point in history within society. As Fischer 
suggests a critical theory approach argues that “policy arguments are intimately 
involved with the relations of power” (Fischer, 2003, p. 183). 
 
The concept of power, and the way in which it may be defined is linked to the 
theoretical view of different authors (Jones & May, 1992; Lukes, 2004). Steven Lukes 
(2004) suggests that power can be understood in three dimensions. One-dimensional 
power reflects the observable decision making processes. This form of power is often 
observable through conflict and identifying ‘winners’. Two-dimensional power 
includes the ability of some actors to set agendas, exclude information or privilege 
other actors. It is a more ‘covert’ or influential form of power. This expression of 
power may not be obvious and includes persuasion, influence and inducement. 
Lukes’ final way of understanding power, three-dimensional power, reflects the power 
to influence dominant ideologies and values which hold sway within society, and 
which may influence individuals, consciously or unconsciously thorough a process of 
socialisation. Lukes (2004) argues that power should be defined broadly, in all three 
dimensions, and that it is important to explore the forms of power that are not easily 
visible. All three dimensions of power may be seen in the service delivery of 
Community Aged Care Packages and in the discussion of this thesis, but this section 
of the chapter discusses power in this third dimension. 
 
Three dimensional power influences political actors at all levels in the policy making 
and service delivery process but is generally invisible (Vromen & Gelber, 2005). 
What appears to be a consensus in the policy making process may reflect the 
dominance of a particular set of beliefs and values which are accepted as the norm, 
or the most desirable. These dominant elements of ‘third dimensional’ power play a 
significant role in the construction of policy and practice issues.  
 
Vromen and Gelber (2005) suggest that this ‘third dimensional’ power is generally 
understood through an exploration of ‘discourse’, defined in this thesis as “large 
encompassing systems of meaning embedded in and transmitted by culture,” which 
“function to regularise the thinking of particular period” (Fischer, 2003, p. 75). 
Different discourses or systems of meaning are dominant at different points in 
history, and at times there are competing discourses linked to contests over power 
relations within society (Fischer, 2003). Dominant powerful groups will also have 
control over the ‘systems of meaning’, although these systems of meaning will still be 
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contested by other groups. However Lukes (2004) considers that just as ‘third 
dimensional power’ can be exercised to influence these systems of meaning, so too 
an exploration of dominant discourse provides insight into who has the power. 
 
Fairclough (1995) also suggests that discourse is represented in text, discursive 
practice as well as social practice, exploring the way some discourses are included 
and some are excluded as part of this process. Social practice refers to the way 
discourse is embedded within the actual practices of an organisation, how rules and 
regulations, for example, reflect dominant discourses. Discourses are not always 
consciously understood or internally debated by individual actors, but are based in 
assumptions about society and the way it operates.  
 
Discourses may influence or ‘frame’ issues at different levels in Rein and Schon’s 
(1994) ladder of frame reflection. An example of potentially competing discourses 
within this thesis could be the discourse of professionalism, and the discourse 
associated with neo-liberal models of service delivery. Actors may frame their actions 
in terms of discourse, but also may use the discourse to justify or support new 
policies and practices. 
 
In summary 
1. An understanding of power and dominant agendas is part of a critical theory 
approach to exploring policy development and programmatic service delivery. 
2. Power is identified in observable decision making processes, covert influence 
and persuasion and the ability to influence the dominant value system and 
beliefs in a given period; defined in this thesis as ‘dominant discourse’. 
3. The impact of discourse can be understood by exploring social practice as 
well as formal text. 
 
4.3.2 Governmentality and the neo-liberal discourse in delivery of health 
and welfare services. 
 
This thesis explores the way in which a program has been constructed, and what this 
means for those delivering the program. This process includes analysis of the way in 
which dominant discourse and unexamined assumptions frame both policy making 
and service delivery.  
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Rose and Miller (1992), drawing on the work of Foucault, see government as 
addressing defined problems (the problematics of government) and programs as 
reflecting explanations about how government should be conducted, underpinned by 
a shared understanding of knowledge about what should happen. They suggest that 
power is reflected by what actually happens, rather than clear lines of formal 
authority, or the written codified discussion of rules and regulations. The impact of 
unstated but shared and accepted ideas regarding the way programs should operate 
reflects the approach of this thesis. This shared ‘mentality of rule’ is called 
‘governmentality.’ 
 
Workers operating in the field understand what they are doing in terms of a shared 
understanding of knowledge and language. This provides some commonality of 
understanding and action, and through a process of ‘translation’ what may be a 
‘claim’ becomes an ‘accepted fact’ through this reinforcement of shared ideas. This 
translation, where different networks absorb ideas (especially when they are linked to 
resources), becomes a shared state of norms or a shared ‘mentality’. This shared 
mentality allows for government at a distance to occur (Dean, 2006; Rose & Miller, 
1992). This thesis also draws on the idea of governmentality to explore the way in 
which discourse operates and is replicated within the practice arena. 
 
Rose and Miller (1992) argue that a new approach is needed to understand the 
changes which have taken place since the neo-liberal agenda has dominated 
government. They argue that old oppositions such as public/private, government/ 
market and state/ civil society “do not adequately characterise the diverse ways in 
which rule is exercised in advanced liberal democracies” (p. 1). Neo-liberal rhetoric is 
not about a reduced role for the state, but about changed roles. Whilst the neo-
liberals may set a distance between the state and other institutions, they also act to 
influence institutions in other ways, to ‘govern’. This governance is not just about 
rules, regulations and procedures but a shared ‘mentality’ of rule, based on a shared 
understanding of knowledge in the area, and ideas about what constitutes the best 
options. 
 
Whilst not ignoring the power of central powerful institutions, writers such as Rose 
and Miller (1992) and McDonald and Marston (2002) argue that in order to analyse 
the way in which political power operates within a neo-liberal framework, a different 
approach is needed. Rose and Miller (1992) use the example of privatised 
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government services in Britain. They suggest, for example, that when these 
enterprises were state owned or ‘nationalised’ they actually had a significant degree 
of autonomy. Now privatised, Rose and Miller (1992) argue that these organisations 
are in fact ‘governed’ by the shared understanding of management, and the values 
and priority of the market place despite nominally being free of government control.  
 
Health and welfare institutions, now delivering much of the services previously 
delivered by government, may operate ‘at a distance’ from government but are no 
less governed. Even when those who control these institutions may have significant 
amounts of power in the administration of programs, the shared understandings and 
priorities which underpin program service delivery still ensure that the services are 
governed or ‘ruled’ (Rose & Miller, 1992). 
 
In particular Rose and Miller (1992) suggest that the way in which issues are defined 
within the neo-liberal agenda, and the way policy and programs are developed, 
reflects a process of ‘governing at a distance’. Government occurs via a complex 
array of different groups, allies and authorities to ‘govern at a distance’. It represents 
a transformation in the way government operates, which cannot be understood in 
terms of state/market oppositions (Rose & Miller, 1992). They do not argue that the 
‘state’ no longer exists, but rather see that the state is only one locus of power, there 
are others.  
 
The idea of governmentality is used within the thesis to explore the way power and 
discourse operate within the community aged care sector. The concept, as used in 
this thesis, does not ignore the power of the formal institutions of government, but 
rather considers that government does not simply occur by the use of formal rules 
and regulations monitoring changed organisational forms, but by shared mentalities 
of rule which reinforce discourse.  
 
Government is not something that is done to other organisations that deliver 
services, they are part of it and reinforce the ideas and power of government. This 
concept is used to explore the changed role of the not-for-profit sector, the attitudes 
of the workers within that sector, and the way ‘shared mentalities of rule’ operate 
where practices both reinforce and reveal policy choices and dominant discourse. 
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In summary 
1. Dominant discourse and unexamined assumptions frame both policy making 
and service delivery choices. 
2. Exploring practice is an important part of understanding the political process 
and the way power operates. 
3. Changes which have occurred in government following the increased 
dominance of the neo-liberal agenda do not represent less government, but a 
changed form of government. 
4. Power needs to be understood in terms of a shared ‘mentality of rule’, which 
reflects dominant discourse known as ‘governmentality.’ 
5. Institutions are still important sources of power, but power is represented by a 
shared mentality of rule at different points in the policy making and service 
delivery process. 
 
4.4 A summary of the theoretical approach 
 
The thesis is located within a social constructionist epistemology, and adopts a 
broadly critical theory approach. The key features of this approach are summarised 
earlier in the chapter, and in the diagram at the end of the chapter. This approach 
frames all elements of the research design and the thesis. It frames the construction 
of the research questions, the choice of research methods, the analysis of the 
results, and the structure of the thesis. The identification of the constructed nature of 
the issue being researched, the emphasis on locating the study in context, the choice 
of a qualitative methodology, and the analysis of the findings all provide examples of 
this overall approach. 
 
In discussing the three key theoretical propositions, the thesis draws in particular on 
the work of Rein and Schon (1994) to explore how policy issues are socially 
constructed or framed, the analysis of the aged care system of Estes (2001) to 
explore issues in aged care policy, and the work of Rose and Miller (1992) to explore 
the way in which power operates as part of the policy making and service delivery 
process in community aged care.  
 
This chapter began with a summary of the three key propositions drawn from this 
discussion of theory. These three propositions frame the way in which the thesis has 
been developed and the analysis of the results.  
 115
 
They are: 
 
1. Issues, policies and service delivery choices must be understood in terms of 
both dominant agendas of powerful groups and dominant discourses in any 
given historical period. 
2. Exploration of practice can provide insight into policy making, political 
agendas and the role of the underlying discourse on policy making, as well as 
the consequences of policy choices. 
3. Issues, policies and service delivery choices must be understood in terms of 
the way in which power is distributed and operates within the policy making 
and service delivery process. 
  
The chapter concludes with a visual summary of the key features of the critical theory 
perspective used in the thesis, identifying the links between the critical theory 
perspective (green), policy and practice development (blue) and aged care service 
delivery (pink).  
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Figure 4.1 Summary of thesis theoretical propositions 
 
 
 117
Chapter 5  
Research methodology and methods 
 
This chapter will discuss the research design of the thesis, the underpinning 
methodology and the different research methods used to address the research 
questions. The research methodology may be summarised as a qualitative multi-
method approach. Lewis (2006) suggests that the key features of a good overall 
qualitative design include a clear purpose, reflected in a coherent research design 
which can address the research questions, and provide trustworthy data. All these 
elements will be addressed within this chapter. 
 
The chapter begins with an introduction and summary of the research design, then 
discusses the overall methodology in greater detail, continues with a detailed 
explanation of the research methods used to address the research questions and 
concludes with a discussion of the process used to ensure data are trustworthy. 
 
5.1 Introduction to the overall research design  
 
Maxwell (2005) describes a research design as “an underlying scheme” (p. 1) that is 
reflexive in nature and includes an overall harmony between goals, conceptual 
framework, research questions and methods.  As part of this process the overall 
methodology and the specific methods used must be compatible with the conceptual 
framework and theoretical approach.  
 
This thesis aims to identify the policy choices made by the Commonwealth 
government in the service delivery of the CACPs program and the implications of 
these choices as perceived by those undertaking the service delivery. It focuses on 
the delivery of CACPs in a particular contextual location, that of rural Victoria. The 
thesis addresses these aims by exploring what government says it will do in policy 
making (policy text), as well as exploring what happens at the programmatic service 
delivery level. It also explores the way workers delivering the services understand 
these policy and programmatic choices, and what they feel these choices mean for 
the delivery of the program. The thesis builds on a constructionist epistemology and 
a critical theory perspective, and utilises an overall qualitative, multi-method 
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methodology, to identify the way in which the service delivery model has been 
constructed, and what this means for those who are delivering the program. The link 
between theory, methodology and methods is discussed in more detail later in the 
chapter.  
 
The key elements of the research design are illustrated in Figure 5.1 and Table 5.1 
below. Figure 5.1 demonstrates the way the constructionist epistemology and the 
critical theory perspective underpin all elements of the research, including the 
construction of the research questions, choice of an overall qualitative methodology 
and choice of specific methods. Although the design is essentially qualitative, there is 
also some use of quantitative secondary data to inform and complement the 
qualitative analysis. The multi-method design uses three methods of data collection, 
reflecting the underlying conceptual framework and the research questions. 
 
 
 
Figure 5.1 – A diagrammatic representation of the overall research design 
 
 
 
 
Research questions 
Exploratory 
interviews 
Text analysis 
Secondary data 
analysis 
Constructionist Epistemology 
Qualitative research 
design 
Critical Theory Perspective 
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5.1.1 Research Questions  
 
As discussed earlier, the thesis aims to identify the policy choices made by the 
Commonwealth government in the construction of the service delivery model chosen 
to deliver the CACPs program and the implications of these choices as perceived by 
those undertaking the service delivery.  
  
The research questions developed from these aims are: 
 
1. How has the service delivery model of CACPs been constructed? 
2. What does this mean for CACPs service providers in rural Victoria? 
 
5.1.2 Summary of methods 
 
The research design includes three components as part of multi-method approach to 
address the research questions: 
 
a) Semi-structured interviews with workers delivering services 
b) Analysis of relevant policy text over time 
c) Analysis of existing data sets and Commonwealth government information 
regarding CACPs service delivery patterns. 
 
All methods are aimed at exploring the research questions as part of a multi-method 
design. The semi-structured interviews are used to explore the perceptions of service 
providers regarding service delivery outcomes as a result of policy and programmatic 
choices. However these interviews also illuminate policy choices, providing 
information about the construction of the program that is not necessarily revealed by 
analysis of policy text. This is in line with the overall approach of the thesis that public 
policy is revealed by what government does or does not do, as well as by what it 
says it will do.  
 
The policy text and secondary data analysis have been analysed over time to explore 
both the construction of the policy, and also the changes that have taken place to 
address issues of service provision. These in turn have implications for service 
delivery outcomes and service providers.  
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The table below provides a summary of these methods 
 
Table 5.1 A comparison of the key features of each method. 
 
 
5.2 Theory, methodology and methods 
 
Crotty (1998) suggests that research methods are developed from an overall 
methodology that, in turn, flows from a theoretical approach and an underlying 
epistemology. This section of the chapter will discuss the overall methodology and its 
linkage to the underpinning theoretical perspective discussed in the previous chapter, 
to ensure harmony in the research design (Maxwell, 2005). 
  
5.2.1 Key features of a methodology underpinned by a critical theory 
perspective. 
 
The critical theory perspective and social constructionist epistemology have 
implications for the overall methodology, specific research methods and model of 
Method Population/ 
Sample 
Methodology Methods 
Interviews 
with  
service 
providers 
Sample of workers 
provided from total 
population of all service 
providers in Victoria 
outside of Melbourne 
metro area and Geelong 
Qualitative Coding and thematic 
analysis of semi-
structured qualitative 
interviews 
 
 
Policy text 
analysis 
Relevant Commonwealth 
government policy 
documentation  
Qualitative  Thematic content 
analysis of documents
 
Analysis of 
existing data 
sets  
Publically available data 
sets provided by AIHW 
and the Australian 
Government Department 
of Health and Ageing 
Quantitative/ 
Qualitative 
Collation and 
comparison of key 
data relevant to the 
research questions 
and service delivery 
model 
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analysis used within the thesis. The research questions have been developed within 
this overall theoretical framework, reflecting an awareness of the social construction 
of issues and of the policy choices developed to address these issues. The research 
questions explore the way in which policy and service delivery programs have been 
constructed, and the meaning of this construction for interviewees, focusing on the 
meanings and understandings of participants in the service delivery process. 
 
This thesis explores the way social meanings are developed and understood, rather 
than using a positivist approach that assumes that knowledge and truth can be 
known, built on over time and generalised from rigorous scientific inquiry. 
Epistemological approaches, such as social constructionism and positivism should, 
however, be distinguished from research techniques and methodology. Positivist 
approaches are generally associated with quantitative techniques, however 
quantitative data can be also be used to explore the way in which meaning is 
constructed. This will be discussed later in the thesis.  
 
This thesis uses utilises qualitative techniques to explore the way meaning is 
constructed and address the research questions. Qualitative research is often 
defined by identifying key characteristics which different projects may have in 
common, rather than a simple definition (Silverman & Seale, 2005). It is also often 
defined by what it is not; a research process that relies on statistical analysis, 
measurement and positivist assumptions of causality (Becker and Bryman, 2004; 
Lewis, 2006). Silverman and Seale (2005) summarise the key features of a 
qualitative methodology as a focus on analysing words and images often in 
unstructured and uncontrolled settings, a focus on meanings rather than behaviours, 
a rejection of traditional scientific approaches and as using inductive, rather than 
deductive, reasoning to develop understanding.  
 
This thesis aims to explore the meanings and understandings behind a complicated 
phenomenon which the researcher can analyse but which they cannot control or 
manipulate in a real world setting. Although some numerical data are included as part 
of the study (see below), data largely consist of words which reflect socially 
constructed meanings; data are thus ‘rich’ in terms of both the amount collected and 
complex interaction between different sources of data collected in different ways. 
 
However Silverman and Seale (2005) also suggest that the key issues to consider 
when developing a choice of methodology for a study relate less to what Crotty 
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(1998) calls “the great divide” (p. 14) between qualitative and quantitative methods, 
and more to appropriate linkage between research methods, theory and research 
questions. In this research although the approach is essentially qualitative, 
quantitative data are also used to explore the research questions. Analysis of 
patterns of service delivery auspice provided within Commonwealth data bases, for 
example, has been used to address the research questions. Despite this element of 
the research design, the approach is still essentially qualitative. The quantitative data 
are used to complement and enhance a qualitative analysis (Darlington and Scott, 
2002).  
 
With a critical theory based approach, the role of the researcher is both to ‘unwrap’ 
dominant discourses social constructions and agendas, but also to provide ideas 
regarding alternatives. This is in contrast to a positivist approach, which may assume 
the status quo as the ‘norm.’  It should be noted, however, that an assumption of 
status quo as the norm is not limited to positivism. Any research can be vulnerable to 
this process, requiring the researcher to be reflective and ensure the analysis has 
clear links to the data (see sections 5.6 and 5.7). 
 
The researcher is not seen as an objective seeker of knowledge building on existing 
knowledge and providing value-free analysis. Rather the researcher is part of the 
process. Simply by raising issues, the researcher has already become an actor in the 
process. The researcher needs to have a reflexive and reflective approach regarding 
their role in the research process, and an awareness of the way in which this impacts 
on the process. 
 
In addition data must be explored and analysed within a contextual framework, which 
locates service delivery of CACPs within a particular historical location. The 
exploration of meaning cannot be divorced from an understanding of the context in 
which it is collected, and within which it is socially constructed. The location of the 
research within a historical and political context is essential to fully explore the 
research questions, and analyse the data.   
 
Research which is underpinned by an idea of critical theory should also have a 
change focussed agenda. This should include a critique of what exists, identification 
of whose interests are served by what exists, and ideas for change. Suggestions for 
practical changes should also be included as part of any research. Stakeholders at 
all levels should also have access to the findings. 
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5.2.2 Use of a multi-method design 
 
A rigorous approach has been taken to ensure that data are systematically collected 
and analysed utilising a multi-method design approach (Knight, 2002), involving the 
use of varied data sources to address research questions. This approach is designed 
to fully address the research questions, rather than as an argument for certainty 
regarding ‘accuracy’. As Morse and Richards (2002) suggest multiple methods are 
used “to illuminate the same question” (p. 76). This allows the research questions to 
be explored from different perspectives in the policy making and service delivery 
process. 
 
The overall aims of the study are also met by the three-part design which explores 
the research questions by identifying what the government says it will do, what has 
actually happened at the implementation level and the perceived consequences and 
implications of  these choices. The methods which have been used include 
exploration of documentation relevant to the program, utilisation of existing relevant 
data sets and interviews with key actors in the service delivery process.  
 
Darlington and Scott (2002, p. 121) suggest that there are several different reasons a 
multi-method mixed design may be used, including to corroborate results, to 
elaborate or enhance the quality of the data, to explore paradox or contradiction, and 
to expand the breadth of enquiry. The multi-method design in this thesis expands the 
depth of the enquiry in addressing the research questions, allows exploration of 
diverse findings, and enables the researcher to consider the way in which different 
agendas, social constructions and competing discourses impact on the policy making 
and service delivery process in community aged care. 
 
5.2.3 The data analysis process: Up and down the ladders 
 
Qualitative research is based on ideas of inductive reasoning, deriving patterns from 
observations, rather than using evidence to prove or disprove a hypothesis. The 
process of establishing meanings begins with data collection. However analysis does 
not take place only once data have been fully collected, but rather the process of 
analysis is developed as the project progresses. Morse and Richards (2002) agree 
with Knight (2002) when he suggests that analysis “begins when you start to think 
about the inquiry and finishes when you let go of the whole topic” (p. 182). Miles and 
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Huberman (1994) argue that analysis takes place as the research is undertaken, and 
goes hand in hand with data collection, whilst Leedy and Ormrod describe this 
process as a ‘spiral’ (Leedy & Ormrod, 2001) linking it to conceptual development 
and theory building.  
 
The overall approach taken within this thesis is that of Ritchie, Spencer, and 
O’Connor (2006). They use the metaphors of “conceptual scaffolding”’ (p. 213) linked 
by “ladders” to explain the process. The researcher moves up the ladder from data 
management to descriptive accounts to explanatory accounts, often revisiting data to 
check possible discrepancies, reflect on new conceptualisations or put data into new 
categories for consideration. Raw data are organised to develop a usable data base 
for the researcher to work with in the ‘data management’ phase, then summarised or 
synthesised into categories or classifications in the ‘descriptive phase’, and finally 
into patterns and themes which reflect meaning and become part of the ‘explanatory’ 
level. The qualitative researcher moves up and down ladders to different levels of the 
scaffolding as they, for example, reconstruct ideas, seek to explain negative cases, 
or identify a need for more data. This again reflects the overall approach of the 
thesis, involving “interconnection and interaction” (Maxwell, 2005, p. 3), to make 
sense of the data, address the research questions and ensure the data are 
trustworthy.  
 
The process of analysis used within the thesis, linked to different ‘levels of 
conceptual scaffolding’ is described below and adapted from Spencer, Ritchie and 
O’Connor (2006). 
 
Data Management level  
 Allocate data to categories or topics 
 Explore whether any categories need to be refined or changed  
 Reconfigure categories as patterns begin to develop, and develop sub-
categories. 
 
Description level  
 Identify ‘repeatable regularities’ (Knight, 2002) within the data and label the 
patterns 
 Look for any data that may be missing or identify negative cases 
 Explore whether any categories need to be refined or changed  
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 Move backwards and forwards within the data to clarify reasons for negative 
cases and identified patterns 
 Identify new patterns or confirm existing patterns. 
 
Explanatory level  
 Explore ‘clusters’ of data, relationships between bits of data or identify 
common factors 
 Synthesise key ideas into broader conceptual categories or themes 
 Develop a generalised thematic narrative 
 Go back to the data to see if it fits with the overall thematic narrative 
 Integrate other data or negative cases into the broader thematic scheme 
 Try out this overall thematic narrative on later data 
 Explore the narrative in the context of theoretical and contextual information 
 Return to data to see if this exploration reflects the data 
 Integrate findings with other findings from multiple data sources. 
 
5.2.4 An example of the process 
 
An example to illustrate this pattern is provided below: 
 
Data management phase 
The tagged piece of data from the interviews “competition is fine, that’s OK, but we 
have nine providers in this region” was initially coded in three categories in the data 
management stage - competition, number of providers within a given region, and 
attitude to overall model of service provision. 
 
As the coding process progressed, it was decided to make numbers of providers a 
sub node of a larger competition and choice sub group, for easier handling and to link 
the variety of different responses to the competition issues together for later analysis. 
 
 Descriptive level 
At the descriptive level a pattern was noted of overall acceptance of competition as a 
value in service provision, and this then became part of a descriptive category 
indicating acceptance of key elements in the service delivery model. 
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The researcher then went back to the data to check if this acceptance, or indicated 
approval, was common across other interviews, if there was disagreement or 
examples of negative cases. The data indicated overall ‘repeated regularities’ on 
comments about the value of competition. However, it was also noted that many of 
these approving comments were then qualified with concerns about the 
consequences of competitive models. The data were then analysed, and re-
categorised, exploring the qualifying comments regarding the consequences of 
competition. 
 
Additionally attributes (see later in the chapter for greater discussion of attributes in 
NVivo) were explored to identify whether there was any other pattern in these 
comments about numbers of providers, and it was noted that there was more 
concern from providers in regions where there were large numbers of providers, 
another finding integrated into a discussion of this issue. 
 
Explanatory level 
At the explanatory level these data were used (with others) to illustrate a pattern of 
general level of acceptance of competition as the basis of the basic service delivery 
model, and exceptions to this view were analysed.  
 
As part of the multi-method design the data were then explored in relation to other 
data sets, such as textual analysis, noting that encouragement of competition and 
numbers of providers is not in fact mentioned often in the CACPs policy text, yet it 
has a major impact on service delivery; it is ‘assumed’. These findings were then 
located within the contextual framework and within the overall explanatory framework 
of critical theory. The critical theory framework was then used to discuss the power of 
shared discourse. The next section of the chapter will describe the three research 
methods in greater detail. 
 
5.3 Method 1: The semi-structured interviews 
 
5.3.1 The data 
 
Over the course of the thesis 20 interviews were undertaken with workers in CACPs 
programs. Individual agencies were targeted for this research, and the aim was to get 
a diverse sample of these workers from a variety of locations in non-metropolitan 
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Victoria. The total target population was defined as representatives of all service 
delivery outlets outside of what are defined as ‘major cities’ areas within the definition 
of the Commonwealth data base using the ASGC classification. In practice this 
meant all CACPs service delivery outlets in Victoria outside of Melbourne and 
Geelong (see rationale in Chapter 1) excluding the Indigenous and other specialist 
agencies (5 services in rural Victoria at the time of conducting the interviews). 
 
The sample was purposive to ensure that it covered a wide range of geographical 
areas, servicing inner and outer regional locations, variation in agency size, variation 
in agency auspice and variation in numbers of packages managed, to ensure a 
variety of voices were heard in the study. The sample of 20 also represented workers 
from roughly half of all approved providers, or the total population of all approved 
providers operating in the targeted area, and time frame of the study. Purposive 
sampling is undertaken so that “the key constituencies of relevance to the subject 
matter are covered” (Ritchie, Lewis & Elam, 2005, p. 79) whilst at the same time 
“some diversity is included so that the impact of the characteristic concerned can be 
explored” (p 79). 
 
Interviewees were recruited using on a Commonwealth government data basevii. 
Letters were sent to the total population of all relevant CACPs service provider 
agencies, detailing the research aims, process and questions (see Appendix A). 
Efforts were made to follow up these letters by phone communications, and several 
agencies indicated that they were not interested in being part of the study. Some 
simply did not return phone messages, or offered to recontact, but never did. 
Agencies were followed up a second time, again to ensure that a wide range of 
voices were heard within the final sample.  
 
Whilst agencies were asked to recommend a representative, in practice the 
respondents were those who knew about CACPs; the middle level managers who 
oversaw the program. These workers were also often still doing case management, 
or had previously undertaken a case management role, and had clear ideas of issues 
at the service delivery level. They did not necessarily speak on behalf of their wider 
agency or agency management, but rather on the CACPs service delivery section of 
the wider agency. Individual respondents represented their own viewpoints, not those 
of their agencies, although many identified their positions as being similar to their 
overall agency positions on issues. 
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Interviews were largely undertaken on site, with three interviews taking place by 
phone for convenience reasons. However on all other occasions the researcher 
travelled to the workplace of the worker in rural locations. Workers were usually 
interviewed in their own office situations.viii Fourteen interviews were conducted in 
2004/2005, with 6 extra interviews being conducted in 2007. This was done to ensure 
that the issues and overall narrative had not changed over time. As the number of 
agencies delivering CACPs in rural Victoria is quite small, this is a broad purposive 
sample, and involved half of all agencies delivering CACPs outside of large urban 
areas in Victoria. A detailed summary of the interviewees is provided in Chapter 7. 
 
All interviews were audio-taped and then transcribed with identifying data removed. 
All interviews were sent to interviewees for perusal prior to coding and data analysis 
being undertaken. This was an agreed arrangement as part of the process of 
obtaining consent for interviews. Changes were only requested in the case of one 
interviewee, who asked for some data to be removed. Following this opportunity for 
revision of interview transcripts by interviewees, data were transferred to an NVivo 
program for storage, categorisation and coding. As data analysis progressed into 
patterns and typologies, documents were used to undertake higher level coding, 
according to the processes discussed above. Transcripts and tapes have been 
stored in a locked cabinet.  
 
It should also be noted that one of the original questions, developed from preliminary 
discussions with stakeholders, related to the transfer of beds from residential settings 
to community care places(see Appendix A). None of those interviewed considered 
this issue to be relevant to their agencies, and so no data were collected on this 
topic.   
 
5.3.2 Analysing the interview data 
 
Knight (2002) suggests that ‘sense making’ and ultimately theory building in 
qualitative research happens when data are transformed from individual instances 
into general categories. This process is made possible by ‘coding’ of data where 
recurring patterns, or ‘repeated regularities’ (Knight, 2002) result in a network of 
evidence that allows understanding, linkage and explanation. Morse and Richards 
(2002) argue that to ensure that abstraction can occur, data must be in the right 
state, the researcher must be receptive to new ideas and use a strategy that is 
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appropriate for the data and research questions in order to “transform complicated 
data into a story that makes sense” (p. 131). 
 
The process used to make sense of the interview data involves coding. Codes 
provide labels or tags to both assign data meaningfully into categories with similar 
properties, and also enable retrieval of data. Codes can be descriptive or 
metaphorical (Miles & Hubermann, 1994). Coding of interviews provides both a 
system of data retrieval, and of analysis. Data are continually revised as patterns 
begin to develop and relationships between different categories of data are explored. 
Codes may change as it becomes necessary to explore previously undefined 
relationships. Generally a passage will be coded more than once, however each 
code should be used consistently (Miles & Hubermann, 1994; Morse & Richards, 
2002). 
 
There are different ways of describing the coding process, and the classic model of 
Strauss and Corbin of open, axial and selective coding is the best known (1998). 
However the typology developed by Morse and Richards (2002) was seen as more 
appropriate for this research as it is linked closely to use of computerised methods of 
data management, and the NVivo program was used to code and analyse these 
data. The different types of coding used are described below, linked to Ritchie, 
Spencer, and O’Connor’s model of conceptual scaffolding (2006) discussed above. 
 
Data management level: 
In the Descriptive Coding period, collected information is used to provide broad 
descriptors of overall interviews. This is reflected in the Attributes element of NVivo. 
For example, all interviews are coded according to several attributes such as number 
of packages, or organisational auspice. It is then possible to select data according to 
these attributes.  
 
Topic Coding then is initiated. This places passages of text physically in created 
categories, allocating bits of data to these categories for later analysis. Topic codes 
should be clearly described, and although this stage is largely about data 
organisation, analysis is always going on, with the organisation and reorganisation of 
data as part of the conceptual process. In this research, topics have been continually 
refined as the data are explored – several codes have been revised as the beginning 
conceptual framework was formed, sometimes involving a need to return, and 
recode, the original data. 
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Descriptive level 
Analytic Coding moves beyond storage and retrieval as abstractions begin to 
develop from the data and towards developing themes. As the research starts 
developing more categories, coding becomes more analytic, and theoretical linkages 
begin to be made.  
 
Explanatory Level 
Theme-ing is a more pervasive concept than a category, which runs through data 
and is not confined to text. It involves a higher level of conceptualisation to explain 
the patterns identified within the data. 
 
The aim of the coding process is to move from unstructured data from the interviews, 
to determine “what the patterns mean and what claims might fairly be based upon 
them” (Knight, 2002, p. 182).  
 
5.3.3 Use of NVivo as part of the data analysis process 
 
The data from the semi-structured interviews was stored and initially coded using the 
NVivo program, with the researcher undertaking formal training in this program. 
NVivo has been used in this project primarily as a “code and retrieve program” 
(Silverman & Seale, 2005, p. 197). Silverman and Seale consider that ‘code and 
retrieve’ programs offer significant benefits to the qualitative researcher such as 
speed which frees up time for analysis, and also increased rigour enabling greater 
consistency and clear evidence of coding pathways. Programs like NVivo also enable 
easy retrieval of bits of data for checking, or to explore negative cases. An example 
of this initial coding is provided in Appendix B. 
 
In this thesis, NVivo has been used for data categorisation, data sorting and data 
retrieval, categorising data into ‘nodes’, and then nodes into ‘trees’ linking groups of 
data.  As patterns emerged, each one contained more manageable data sets. These 
data sets were then transferred to Microsoft Word files, enabling the researcher to 
reorganise data in flexible ways, constructing different explanations and either 
rejecting or accepting them. This process enabled the researcher to see relationships 
between patterns by viewing the data more holistically. It is important to ensure that 
the NVivo program does not dictate research process or methods (Silverman & 
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Seale, 2005; Spencer, Ritchie & O’Connor, 2005), ensuring that that use of the 
program will “support rather than constrain” the analysis (Darlington & Scott, 2002, p. 
147). 
 
NVivo was still used extensively to locate and revisit data in order to explore 
particular issues. An example here is the interviewees’ perception of role of the state 
government. Analysis of this issue involved the researcher going back to the data to 
see how this theme was constructed within the data, following exploration of other 
themes at a later stage of conceptualisation. NVivo allowed for easy retrieval and 
consideration of these data to explore a developing theme. This provides another 
example of using the ‘ladders’ to go up and down the ‘scaffolding’. 
 
5.4 Method 2: Exploring the secondary data sets 
 
5.4.1 The data 
 
The data selected for analysis was chosen to best address the research questions.  
 It includes the following material: 
 
 Australian Institute of Health and Welfare (AIHW) compilations of statistics 
regarding CACPs from 1999 to 2006, and the later composites of all 
packaged aged care programs, 2007 to 2009 
 The CACPs census conducted by the AIHW in 2002 
 DoHA data bases of all aged care services, 2003 to 2009 
 DoHA aged care allocations data  bases,  2003 to 2009. 
 
This material is referenced in the rest of the chapter where relevant. 
 
These data sets used are all available in the public arena and either available on the 
government or the AIHW web sites. As some of these data may not always remain 
on the web sites, copies of data bases were saved. Data were collected during the 
course of the project as they became available. The stages of the analysis process 
have been recorded on various electronic documents, including numerical 
comparisons over time. As these data are in the public arena, there are no concerns 
about confidentiality or storage of data. 
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5.4.2 Analysing the data 
 
Secondary data analysis can be defined as “returning to a data set…. to re-examine 
it with a slightly different set of objectives” (Lewis, 2006 p. 76). The secondary data 
sources used to address the research questions here are collected data sets by 
government bodies, or what May (2001) calls "official statistics” (p. 71). As mentioned 
in the overall description of the research method, these statistics are a quantitative 
data set used to illuminate and complement the fundamentally qualitative design. 
 
There are two issues to consider in using these data. Quantitative data are generally 
used as part of a positivist methodology, based on a different epistemology to this 
thesis. Although the data are in the form of numbers and percentages, these 
collections of official statistics are considered to be constructed documents, not 
necessarily an objective numerical set of ‘facts’. The choice of what data to collect, 
the way data are collected, and the way data are presented are framed by a socially 
constructed understanding.  
 
In common with other documents analysed as part of the overall research process, 
they are seen as reflecting value bases, and the agendas or purposes of those who 
collected the data. These value bases and agendas are reflected in the choice of 
questions that were asked, the method of sampling, the key results which are 
emphasised in summaries of data, and in the normative assumptions which underpin 
them. May (2001) also notes the dilemmas in using official statistics as data sources, 
given that they may be underpinned by political or institutional agendas. He uses the 
example of crime statistics to illustrate this point. However within this thesis an 
example is provided in discussions of the ‘aged care time bomb,’ noting the different 
and competing assessments of future population growth, and the political usage of 
these statistics.  
 
However several authors (Lewis, 2006; May, 2001; Silverman & Seale, 2005) also 
identify some advantages of using official statistics. These include ease of access at 
relatively low cost, and the benefits of an additional source of data that can be 
provided as part of multi-method design that is still ‘driven’ by a qualitative 
methodology.  
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The research process still involves moving ‘up and down’ the ladders between levels 
of conceptual scaffolding, returning to the data when necessary as part of the 
process. Obviously the techniques of coding rich text analysis cannot be used for 
numerical data, but the overall approach of locating patterns in the data, exploring 
anomalies and developing a consistent narrative that reflects the data, remains the 
same.  
 
Much of this numerical data had been classified and analysed for other purposes, 
and not been collated or compared in relation to the questions being addressed by 
this thesis. The secondary data sets have been explored within this thesis with the 
“slightly different set of objectives” (Lewis, 2006, p. 76) of exploring service delivery 
models in non-metropolitan Victoria. This has involved collating and comparing raw 
data in different ways to meet these different objectives. In addition the data were 
compared over time to explore the development of the program.  
 
Key issues considered within this secondary data analysis as part of a qualitative 
design include: 
 The data must address the research questions. In this case the data sets that 
have been used were are all chosen for their relevance to the research 
questions. 
 The data must be collected in such a manner that they can be used with the 
qualitative data. Differences in meaning associated with language must be 
identified. This is a critical issue in the CACPs program as the data sets can 
be quite confusing, with some data organised by different allocations of 
packages, some which relates to service delivery outlets, and some to 
numbers of approved providers. This requires the researcher to be careful in 
comparing data, and some of these dilemmas are discussed elsewhere. 
Efforts have been made to ensure that what is being discussed in the 
qualitative analysis can be linked to the secondary data sets.  
 As the data sets have been viewed as constructed documents, an exploration 
of the way in which data are collected, organised and distributed is part of the 
analysis process. Errors, inconstancies and anomalies in the data may also 
reveal information that is relevant to addressing the research questions. 
 As with all the data, the documents which provide this information must be 
located in context, and any normative assumptions made about service 
delivery models, or other agendas must be critically evaluated. 
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5.5 Method 3: Document analysis 
 
5.5.1 The data 
 
 Documents were chosen for analysis to address the research questions, and the 
process for choosing documents is discussed below. In some cases only small 
sections of the documents relate to CACPs.  
 
The documents can be summarised into five groups: 
  
 CACPs Program Guidelines  
 Reports to Parliament on the Aged Care Act of 1997 where relevant to the 
delivery of CACPs 
 Budget papers, where relevant to CACPs policies and community aged care 
funding 
 Specific policy documents relevant to CACPs such as ‘Staying at Home’,  
‘The Way Forward’  and ‘More Places, Better Care’ 
 Commonwealth government literature targeting consumers regarding CACPs. 
 
These documents are all in the public arena and were available on the 
Commonwealth government web sites or in hard copy form at the time they were 
analysed. These data were collected during the course of the project as they became 
available, and subsequently compared in a final analysis in 2007. 
 
Although a coding process was used to analyse these documents NVivo was not 
used, as the amount of data is enormous, and the relevant sections for the thesis (on 
CACPs) in many documents is quite small. Instead data were collected on an 
electronic word file, as material could easily be cut and pasted into tables exploring 
particular themes for later coding. This also enabled charting of changes over time, 
as documents from one time period could be easily contrasted with new thematic 
data in the same table. These data are available for perusal in table form and stored 
electronically. All documents have been stored in hard copy form with the interview 
data. The model and process for ‘making sense of the data’ are illustrated below, and 
are linked to the ‘three levels of scaffolding’ identified by Spencer, Ritchie and 
O’Connor (2006). 
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5.5.2 Analysis of documents 
 
The process used to explore policy documents has more in common with May’s 
(discussed below) model of ‘document analysis’ (May, 2001) rather than more tightly 
defined and quantitative ‘content analysis’ methods (Neuman & Kreuger, 2003). 
Analysing documents has advantages as a research process. These include the 
ability to obtain the data which are part of a permanent record, the unobtrusive nature 
of the research, and in the case of this thesis, use of public documents readily 
available in the public domain (May, 2001). 
 
May (2001), however, considers documents to reflect organisational or social 
purposes, and to have embedded meanings reflective of the context in which the 
document is written. Thus he considers that they must be explored contextually. 
Documents do “not simply reflect, but also construct social reality” (May, 2001, p. 
183) and thus both reflect and contribute to social power. A critical analytic stance 
considers the way documents represent reality according to certain interests, framed 
by discourse that reflects those interests. This may occur by including some 
information and excluding other information (Fairclough, 1995). Document analysis 
should thus consider thematic patterns and note linguistic patterns which indicate 
“controlling representations of reality” (Fairclough, 2005, p. 236). 
 
May (2001) considers that there is not a great deal in the literature about analysing 
documents, but uses standards (adapted from Scott, 1991) to assess the worth of 
documents for the research process. This provides a framework to aid choice of 
documents for analysis. This is of particular relevance in this thesis, as although 
documents specifically relating to CACPs alone are limited, the range of documents 
which mention the program is extensive, and the use of a process to determine which 
documents should be used has been helpful.  
 
The first category, authenticity, relates to possible corruption or changes to a 
document, and is not relevant here as the documents used have been part of the 
public record since they were published, however the other categories are listed 
below. 
 
 Is the document representative of all available documents? 
 Is the document credible and free from evasion? 
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 What meanings are contained within the document which can address the 
research questions? 
 
The documents are essentially developed by government to either explain or 
promote policy and program development, or to provide guidelines to ensure that 
service delivery is developed in accordance with the government’s policy. Thus, 
contextual purpose and authorship must be considered. The first part of the analysis 
process is to ensure individual documents are representative, credible and useful in 
addressing the research questions.  
 
In order to address May’s final category (May, 2001), to explore the meanings 
contained in the document, a thematic analysis was undertaken as part of the 
research process. The themes were developed from the initial stakeholder 
consultation, the semi-structured interviews, and the literature review. An 
understanding of historical context when exploring the meaning and construction of 
the documents has also been useful. An example of this process is the exploration of 
the way in which the needs of rural service providers and consumers are represented 
with the documents. This also includes an exploration of themes or elements not 
included within the documents, reflecting Fairclough’s view that in order to 
understand the interests and agendas of the authors, it is important to consider what 
has not been included within the text (Fairclough, 1995).  
 
A thematic timeline has also been developed analysing the development of key 
themes over time within the documents. This was done not to just focus on historic 
contextual development, but also to provide data regarding the different ways in 
which service delivery issues have been constructed over time within the documents 
by their authors. An exploration of the impact of purpose and authorship on content 
and construction of issues is part of the process of exploring these documents from a 
critical theory perspective. 
 
Whilst this research has not been focussed on a linguistic analysis of these 
documents, the role of language in shaping discourse cannot be ignored (Fairclough, 
1995; Fischer, 2003). Overall use of language, such as use of constructed 
metaphors, is also explored in the analysis in terms of the way language constructs 
and frames the document content, reflecting and reinforcing discourse. 
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This process forms part of the multi-method design to address the overall research 
questions using the process of conceptual scaffolding discussed elsewhere at length 
in the chapter. The underlying or unstated assumptions within the documents have 
been explored by comparing key themes from the semi-structured interviews and 
other sources of data with the analysis of the documents, and locating these debates 
within their overall context in order to address the research questions. 
 
5.6 Providing trustworthy data: Ensuring rigour  
 
This chapter began with an introduction of Lewis’ (2006) approach to developing a 
good overall qualitative design. This design should include a clear purpose which 
addresses the research questions and the development of trustworthy data. This 
section of the chapter will discuss the final element of this approach – that of 
providing trustworthy data. The section will explore the development of a rigorous 
methodology, the development of an ethical approach to undertaking the research 
and the dilemmas of real world research in the contested environment of policy 
making and program delivery. 
 
5.6.1 The development of a rigorous qualitative strategy. 
 
The concepts of reliability and validity developed in the natural sciences and more 
generally associated with quantitative research do not reflect the overall 
epistemology of this research, and qualitative approaches generally. Richards (2005) 
suggests that instead of reliability, qualitative researchers should aim to develop data 
that can be ‘relied on’ by their audience. This involves processes such as ensuring 
that codes are consistently used, and that there is a process of coherent 
documentation. Instead of ‘validity’, the analysis should ensure that the explanation is 
“soundly rooted in the data and soundly constructed” (p. 140). 
 
A researcher who assumes a constructionist epistemology will always be aware of 
the constructed nature of any research interpretation, however still believe that 
shared understandings can be generated. The issue of rigour is thus linked to ideas 
about whether the research can be ‘transferred.’ If the research is using a critical 
theory approach, it should have a social change aim to address issues of power 
imbalance or domination. This is only possible if the research is assumed to provide 
insight into broader policy making and delivery of aged care services. In order to 
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make claims of transferability, a rigorous qualitative research process linking data 
analysis to explanation must be developed. 
 
Clear development of research purpose linked to the use of a research methodology 
which reflects that purpose, should be combined with a data collection process that is 
plausible, consistent, shows persistent patterns and addresses research questions. 
Key features identified for this research include: ensuring consistency of data 
collection in application of coding and other procedures; being able to justify choices 
made in sampling and selection of data in terms of overall research process and 
conclusions drawn from the data; and obtaining further data if necessary. All of these 
processes are developed in the three methods described earlier in the chapter in 
greater detail. 
 
Above all, the evidence should support the conclusions and a clear data trail should 
indicate the way in which the conclusions were reached resulting in a “systematic 
attempt at description and explanation” (Silverman, 1999, p. 11) and ensuring that 
interpretations are “fair to the data” (Knight, 2002, p. 135). 
 
Guba and Lincoln (1998) have developed a set of criteria to address these issues. 
They include credibility (are the findings believable), transferability (are they relevant 
to other settings), dependability (is there a clear audit trail) and utilisation (can they 
be used for further research). This framework forms the basis for ensuring rigour in 
this research. 
 
Credibility: Efforts have been made to ensure that data are located in context and 
are comprehensive with clear guidelines for analysis (details are included in 
discussion of specific methods above). Multiple data sources have been used to 
address the research questions, and any areas of uncertainty, or negative cases, 
have been explored when there are rival explanations for data.  
 
Dependability: The research purpose ‘drives’ (Miles and Huberaman, 1994) the 
developed research questions and both are underpinned by a clearly stated broader 
theoretical approach. The researcher’s role has been made clear to participants and 
efforts have been made to ensure that all data have been recorded and are available 
for scrutiny. A second round of interview data were collected as part of the overall 
process towards the completion of the research, and were used to compare patterns 
from the earlier data. 
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Transferability: Efforts were made to ensure that a range of voices were 
represented in the interview research, from all geographical locations and a variety of 
service delivery outlets. Similarly, efforts have been made to ensure that key 
documents and secondary data sets have been explored, to comprehensively 
address the research questions.  
 
Utilisation: There has been little research undertaken into packaged aged care 
programs. The findings will be made available to participants and others for 
discussion, and contribute to the overall understanding of key elements in the 
delivery of community aged care. 
 
5.6.2 Role of researcher 
 
Rather than claiming to be an objective seeker of knowledge providing value-free 
analysis of policy making, the researcher is considered to be part of the qualitative 
research process. In a research process such as this one, even by asking questions 
the researcher has become an actor in the process. The framing of these questions 
may introduce new information to the respondents, or cause them to consider their 
situation in a different way. 
 
However the researcher needs to be reflective about their role, and acknowledge 
themselves as player in the research process, and the possible impact this may 
have. In particular when undertaking semi-structured interviews the researcher must 
balance establishment of rapport with a focus on the research purpose, and ensure a 
balance between exploring questions, probing and clarifying, without leading. 
 
Whilst continuous personal reflection is important, the research literature also 
provides some ideas about key issues to consider, which have been useful to the 
researcher in this thesis (Miles and Huberman, 1994), in monitoring the role and 
impact of the researcher as part of the process.  
 
 These key questions for the reflective researcher are:  
 Is the pattern genuinely there, or is the researcher focussing too strongly 
on the need for a ‘holistic fantasy’? 
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 Is the researcher giving too much dominance to the articulate voices 
within the data that make the most sense to the researcher? 
 Has the researcher ‘gone native’ and adopted the views of the 
participants automatically? 
 Is the researcher able to see alternatives and avoid ‘tunnel vision’? 
 
5.7 Addressing ethical and practical issues 
 
5.7.1  Ethics 
 
Any research proposal must undergo an ethics approval process at the University of 
Ballarat. It is up to the researcher and supervisor to ensure that the processes of 
checks and balances set up as part of the original research proposal are adhered to, 
for the protection of both participants and the researcher. This section provides a 
summary of key ethical issues for this research, most particularly the semi-structured 
interviews. The initial ethics application to the University is included in the preliminary 
material attached to the thesis. 
 
An important issue involved in the development of any ethical arrangement is to ‘do 
no harm’ to the participants. Whilst this research appears on the surface to be 
relatively safe as it does not target vulnerable groups, organisational and political 
considerations will be discussed below.  
 
One of the most important ethical considerations is to represent the data, and the 
view of the interviewees as fairly as possible, ensuring that issues of rigour discussed 
in 5.4.1 are addressed. 
 
The key ethical issues for the research are discussed below. 
 
Anonymity and confidentiality: All interview transcripts were assigned a numerical 
code, and when transcribed, all identifying data such as names of co-workers, or 
local areas were removed. Transcripts were then returned to the interviewees for 
checking, and they were given the right to delete any material they chose. Following 
this process the interviews were transferred to NVivo for coding, and became part of 
larger pool of anonymous data. Informed consent forms which linked names with the 
interview numbers were then stored separately. The nature of the research focused 
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on service delivery issues, not case or client issues, and client confidentiality was not 
an issue in this research. At times workers did make comments about other 
agencies, and care was taken in the final research to ensure these agencies were 
not identifiable. 
 
Interviewees were made aware of the processes for protection of confidentiality, and 
also that once the checked data with all identifying material removed became part of 
the larger data pool, it would not be possible for individual material to be removed. 
 
Personal gain: Neither researcher nor subjects received any personal gain from this 
project. 
 
Issues of deceit: There was no deceit involved as part of the research design or 
process. 
 
 Informed consent: All interviewees were provided with significant material prior to 
the interview including a plain language statement which explained the purpose of 
the research, the key areas for discussion, the basic questions format of the 
unstructured interview, methods used to protect their privacy, and information 
regarding contacts they could use if they had a question or complaint (Appendix A). 
They then signed a consent form which, as mentioned above has been located in a 
separate location away from other data storage. 
 
Long term storage of data: This will be undertaken according to the University of 
Ballarat’s regulations for storage of data, and kept in a secure facility for five years. 
 
5.7.2 Research dilemmas: Political and organisational issues  
 
Social policies, such as those involved in aged care, are highly contested and reflect 
the diverse and often competing interests of different stakeholders. The essentially 
political nature of the policy making and implementation process and the possible 
impact on funding or regulation, could have resulted in some providers being 
unwilling to discuss these contentious issues, and to participate in the research. Staff 
are also very busy in direct care work which they may feel is of greater importance 
than research. In addition the aged care sector must already provide an extensive 
data set of quantitative data for the DoHA. However the response to the research has 
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been very good, with many workers interested in telling their stories from the rural 
perspective, and showing strong support for a rurally based researcher. 
 
Neuman and Kreuger (2003) suggest some strategies for undertaking research in 
contested political environments. These include utilising existing networks, cultivating 
whatever contacts can be made, and establishing credibility by being well informed. 
Credibility was also fostered by a willingness to travel to agency locations. This 
provided a contextual understanding of different issues, but more broadly 
demonstrated a commitment to rural service providers that they rarely see. Rural 
service providers commented that they usually have to do the travelling. Care has 
been taken by the researcher to promote good relations with the field and a 
significant amount of work has been put into locating and contacting relevant staff. 
 
The political nature of the research topic has also resulted in the policies changing 
whilst they are under study and the researcher having to adapt the study to deal with 
these changes. Keeping well informed has presented an ongoing challenge as this 
research has been undertaken on a part-time basis over a long period of time. 
However key issues did remain similar over time, as indicated by the second round of 
interviews undertaken by the researcher in 2007. 
 
Although the key funding body for this program, the DoHA, has been cooperative, 
this could change if findings are critical of their policies and practices.  
 
Darlington and Scott (2002) point out that almost all research in the human services 
has an organisational dimension. This is even more the case when the material 
under consideration relates to funding agencies and models of governance. An 
example is provided by the dilemma of deciding who should be the target of the 
research process. Letters were sent out to agencies asking them to nominate an 
agency representative to respond to the research questions, and these workers were 
then interviewed.  
 
However, due to the complexity of organisational forms associated with delivery of 
CACPs, this data cannot be considered to reflect the whole ‘agency’ point of view. 
Some agencies are sub-sections of larger agencies, others undertake work for 
different agencies, and some are part of state-wide networks. Workers ‘on the 
ground’, or at middle management levels were the target of this research, as they 
were considered to be best able to respond to the research questions. However they 
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cannot be said to formally represent organisations as a whole. Discussion in the 
literature review does include the attitudes of agency peak bodies to issues in 
community aged care. 
 
5.8 In conclusion 
 
The overall research design for the thesis is a multi-method qualitative approach 
designed to meet the aims of the research, and address the research questions. The 
design is underpinned by, and reflects, the overall theoretical approach of the thesis. 
It ensures a rigorous qualitative analysis process of inductive reasoning, developing 
a conceptual model that moves from data to concepts, then back to data when 
necessary to explore new patterns. The research process has been ongoing and 
continuous, based on a rigorous, documented set of steps to ensure that the 
meaning, or the ‘sense’, that is made of the data reflects the identified patterns found 
within it.  
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Chapter 6  
Results chapter no 1: Historical traditions, 
political agendas and dominant discourse. 
 
This is the first of three chapters of results in the thesis. The first, Chapter 6, explores 
the construction of the program over time. Chapter 7 explores the meaning of this 
construction for service providers, and Chapter 8 discusses the results within the 
contextual location chosen for the research, outside of the ‘major cities’ in Victoria. 
 
6.1 Introduction 
 
This chapter will identify broad themes related to the overall construction of the 
service delivery model developed to deliver the CACPs program, addressing the first 
research question -  how has the CACPs model of service delivery been 
constructed? 
 
Rein and Schon (1993) consider that public policies are constructed and understood 
according to certain ‘frames’ which provide “conceptual coherence, a direction for 
action, a basis for persuasion and a framework for collection and analysis of data” 
(Rein and Schon, 1993, p. 3). Frames structure what is ‘known’ and become 
“normative prescriptions for action” (Fischer, 2003, p. 144). This chapter will explore 
three key themes in the construction of the underpinning design model for service 
delivery of CACPs. These three issues, historical traditions, political agendas and 
dominant discourse - have ‘framed’ the construction of the CACPs program. 
 
The first theme demonstrates the impact of historical legacies on the construction of 
the program. The second theme explores the impact of political agendas and 
changing models of federalism and their impact on the delivery of community aged 
care, and CACPs in particular. The third theme discusses the framing of the policy in 
terms of dominant discourse; the values and practices of new public governance that 
have also defined elements of the service delivery model. Whilst these themes are 
discussed individually, they are also linked and overlap (see Figure 6.8).  
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The results described in this chapter draw on the secondary data and documentary 
analysis, which in turn are informed by the interviews. The chapter begins with a 
summary of the growth of the program, and the stages of its development providing 
contextual information which is used to explore these themes over time.  
 
6.2 Tracking the overall growth of the program 
 
This section presents an overview of the growth of the program, providing contextual 
information for later discussion. Statistical data sets compiled by the Australian 
Institute of Health and Welfare (AIHW), and the Australian Government Department 
of Health and Ageing (DoHA) are used as sources for this discussion. However prior 
to exploring these data, some points must be made about the complexity in analysing 
it, and of comparing it across time frames. 
 
There is a significant amount of data collected and available on the delivery of 
CACPs, but care must be taken in assessing the material, and in considering what 
the statistics may mean. There are many potential pitfalls when using these data, 
illustrating the points made in the methods chapter regarding the use of statistics as 
constructed documents. In exploring the construction of a program over time, care 
must be taken in comparing data due to changing political landscapes and different 
ways of collecting and presenting data.  
 
Examples of these pitfalls include: 
 
 Data do not always utilise the same frame of reference. Care must be taken, 
for example to ensure that data reflects numbers in the population over 65 
and not 70. 
 Care must also be taken to identify the time frame being discussed. Numbers 
of packages may relate to those anticipated to be rolled out over the next 
budgetary period, or even longer. Some data reflect the financial year, and 
other data reflect the calendar year.  
 When comparing packages delivery over time it is not always clear if 
packages are ‘operational’ or not. Packages may have been allocated, but not 
actually funded or delivered in a given time period. Discrepancies between 
different documents and figures sometimes reflect this difference. Wherever 
possible operational figures are used in this thesis. 
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 Data are also displayed in different ways in different documents. In some 
documents numbers of people on the program may have been used, rather 
than numbers of packages. Yet in the following year in a similar document, 
numbers of packages or a ratio of packages to 1000 people over 70 may be 
used as the key descriptive statistic. This may possibly occur due to the need 
to promote a political agenda. Wherever possible numbers of operational 
figures are used for comparison in the thesis. 
 CACPs data have also been linked to different programs at different times. 
When data were being first collected, CACPs data were linked to the figures 
for COPs packaged programs. In others documents the data have been 
linked to residential care figures for comparison. In more recent times, data 
are collected for all ‘packaged’ care program, including the EACH programs 
as well. 
 An example of the complexity of analysing these data in detail is provided by 
exploring one example. Two key types of data available for CACPs are found 
in the Reports on the Aged Act, 1997, and the reports on the delivery of 
CACPs published by AIHW each year since the introduction of the Aged Care 
Act. The Report on the Aged Care Act 04-05 (DoHA, 2005a)  suggested that 
there were 30,537 allocated places in that financial year, whilst the AIHW 
data from that year indicated that there were 30,973 operational places 
(AIHW, 2006). As numbers of allocated places should in fact be greater than 
operational places due to the time taken to operationalise a place, it is difficult 
to understand how these data can be consistent.  
 To ensure consistency over time AIHW data are used wherever possible for 
comparison and any identified anomalies are noted. However, it is possible 
that minor variations in the data may appear. 
 
Table 6.1 and Figure 6.1 provide a visual illustration of the growth of the program to 
illustrate points made in later sections of the chapter.  
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Table 6.1 Numbers of operational CACPs packages as at 30th June as reported by 
AIHW  
 
Year No. of CACP 
packages/ 
Australia wide 
Ratio of CACP 
per 1000 pop 
over 70 
Australia wide 
No. of CACP 
packages/ 
Victoria 
% of total 
numbers of 
CACP packages 
delivered in 
Victoria 
1992 235 .2 25 10 
1993 470 .3 82 17 
1994 1227 .9 313 25 
1995 2542 1.7 640 25 
1996 4431 2.9 1104  
1997 6124 3.9 1369  
1998 10,046 6.3 2314  
1999 13,753 8.4 3323  
2000 18149 10.8 4514  
2001 24630 14 5974 24 
2002 26425 14.7 6571  
2003 27881 15.1 7119  
2004 29063 15.6 7388 25 
2005 30973 16.3 7959  
2006 35383 18.2 9116  
2007 37,997 * 9742  
2008 40,280 20.1  10214 25 
 
(Sources: AIHW, 1993, 1997, 1999, 2000, 2002, 2001, 2002, 2003b, 2004b, 2005b, 
2006, 2007b, 2008, 2009b) 
* Not available in that year as the whole ratio for all community managed care 
programs was published i.e. CACPs, EACH and EACH Dementia. 
 
The growth pattern of the CACPs program is perhaps best illustrated visually.  
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Growth curve  of CACPs 1992 to 2008
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Figure 6.1 Numbers of operational CACP packages 1992 to 2008 
(Sources: AIHW, 1993, 1997, 1999, 2000, 2002, 2001, 2002, 2003b, 2004b, 2005b, 
2006, 2007b, 2008, 2009b) 
 
These data illustrate the significant and continued growth of the program. In the early 
1990s the program was growing slowly, but steadily, and was still relatively small in 
numbers until 1997. It then began a period of rapid growth in numbers of packages. 
This period of rapid growth coincided with a change of government at the 
Commonwealth level resulting in the Howard Coalition government coming to power. 
The next few years saw a significant growth in the program, as part of a range of 
government initiatives in aged care, and a later spike in growth followed another 
Howard government policy initiative ‘More Places, Better Care’ in 2005 (DoHA, 
2004c). The growth has continued since another change of government in 2007, and 
the replacement of the Coalition government by the Labor Party and the Rudd 
government (AIHW, 2009b).  
 
The data in table 6.1 also illustrates the changes in the numbers of CACPs per 1000 
people in the population over 70, demonstrating once more the increased emphasis 
placed on the program. 
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However this growth in the CACPs program must also be put in perspective and 
Figure 6.2 below demonstrates that despite this growth, the spending on CACPs is 
still much less than residential care.  
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Figure 6.2 A comparison of funding for some Commonwealth aged care programs 
(Sources AIHW, 1999, 2000, 2002, 2006, 2009b) 
 
The data in Figure 6.2 demonstrate visually the difference in funding between three 
selected programs (not all Commonwealth government aged care programs). They 
illustrate the disparity in the amount of money spent on residential care by the 
Commonwealth compared to the two other largest community aged care programs. 
However they also demonstrate the increase in funding for CACPs.  
 
Despite the focus on developing home base support services, residential care still 
uses up the bulk of funding for aged care services. Yet according to the AIHW there 
has been a decline in real terms on expenditure on residential aged care subsidies 
whilst expenditure on community programs such as CACPs grew significantly (AIHW, 
2007a). It should also be noted that if funding for other home based packaged 
programs such as EACH and EACH Dementia were added, the proportion of care 
provided by fully Commonwealth funded programs of brokerage and case 
management has increased further. These programs are much smaller than the 
CACPs program – with only 6,240 operational packages at July 30, 2008 compared 
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to 40,280 Community Aged Care Packages (AIHW, 2009a).  EACH packages, which 
offer a far greater subsidy level for those with higher needs, are thus far more difficult 
to access. According to AIHW in 2008, 638,200 service users over 65 received 
HACC services. Residential care was the next most commonly used service with 
150,500 residents (AIHW, 2009a). 
  
The continued growth in packaged programs is illustrated by a comparison of 
allocations of new places for programs over time. 
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Figure 6.3 A comparison of numbers of allocated places to CACPs EACH and EACH 
(D) and residential places over time. 
Sources: DoHA Allocations data (DoHA, 2007d; 2009d; Elliot, 2010)ix 
This chart demonstrates the continued allocation of new aged care places over time, 
and the continuing popularity of allocations of CACPs places as a policy instrument. 
It also documents the continuing dominance of the residential sector, and 
demonstrates the recent growth in allocated EACH packages. However programs 
such as EACH are growing from a very low base and CACPs still remains by far the 
largest of the packaged programs fully funded by the Commonwealth. This table also 
does not document the levels of funding required for new allocations, which is of 
course far greater for residential allocations. 
It should also be noted that the funding allocation per person for CACPs is lower than 
for EACH packages and much lower than much residential care. A direct comparison 
of the various levels of subsidy for different services is difficult due to various funding 
 151
allowances such as viability supplements for different services, and conditional 
adjustment payments (CAP) which may be available for residential care. Most 
significantly, residential subsidies under the current system are linked to the levels of 
disability or dependency of individual service recipients, which is addressed by a 
complex formula in residential aged care. The CACPs subsidy remains the same, 
regardless of this issue, as recipients are presumed to have been assessed as 
having low levels of care needs. Current (at the time of writing) base level subsidy for 
CACPs are $35.41 per day. The EACH program level of subsidy is $118.37, and the 
rate for low level residential care approximately about $49.99 x, but this figure 
increases as greater needs are identified (DoHA, 2010). 
Given the complexity of the formula for assessing the needs of recipients of 
residential carexi, this can only be a very basic comparison. However it is clear that 
CACPs represents a program which is cheaper to deliver than residential aged care 
services, and EACH packages, and a program that enables the government to claim 
an increased number of places per thousand at lower cost. 
 
In summary 
CACPs have grown in numbers, reflecting increased spending on community aged 
care, however they still represent a small part of Commonwealth aged care funding 
in a system dominated by the costs of residential aged care. The increase in CACPs 
has enabled the government at relatively low cost, to add to the numbers of funded 
‘places’ per 1000 people over 70 in Australia, the most commonly used descriptive 
statistic mentioned in government aged care service delivery policy documentation. 
 
6.3 Theme 1: Residential care models and community care 
delivery. 
 
The theoretical model which underpins this thesis implies an analysis based on an 
understanding of historical context. In the case of CACPs, the construction of the 
service delivery model for the program is linked to choices made at the very 
beginning of its introduction - a program linked to both residential as well as 
community care models. The program has grown rapidly with very little assessment 
or examination of this fundamental approach, and over time this has involved the 
Commonwealth government playing ‘catch up’ policy making to deal with issues that 
were not identified in the early development or rapid expansion period of CACPs. 
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The three stages of growth described below are thus both chronological and also 
thematic, and illustrate the construction of the program in terms of historical traditions 
over time. 
 
This discussion is based on the timeline exploration and thematic analysis of policy 
and programmatic documents and the analysis of secondary statistical data informed 
by interview data. 
 
6.3.1 The development of a hybrid program – 1992 to 1997 
 
The CACPs program was initiated several years into the Aged Care Reform Strategy 
process (see Chapter 2), which had resulted in many changes in the delivery of aged 
care services in Australia. These changes focussed on developing a range of care 
options as opposed to using expensive and inappropriate nursing home care. They 
involved expanding both funding and the range of aged care services available to 
people in their own homes. As part of this reform process, community aged care was 
largely delivered through the HACC program, a joint program using federal and state 
funding, state government administration and generally local government service 
deliveryxii.  
 
As part of the reform strategy, innovative pilot projects were undertaken to explore 
different options for community care. Some of these projects were also linked to 
housing and housing policy (Commonwealth Department of Housing, Local 
Government and Community Services, 1993), a tradition reflected in the 
development of housing linked CACPs. xiii In 1992, and as mentioned earlier, two 
other pilot programs were ‘rolled into’ the new CACPs program – the Hostel Options 
Project and Housing Aged Care Linkages Projects. However the decisions taken at 
this stage, when the program was very small, continued to frame the model of 
service delivery and have impacted on service provision over time.  
 
Analysis of documents and data from this period is limited to budget papers and also 
to the Report of the Aged Care Reform Strategy implementation, which provide some 
idea of the new policy directions, but not why they were constructed in a particular 
manner (Commonwealth Department of Housing, Local Government and Community 
Services, 1993). A small amount of data were also collected by the AIHW (1993, 
1997). 
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In the review of the Aged Care Reform Strategy Stage 2, CACPs were identified as 
being directed at areas of “low level hostel provision…..where there may be difficulty 
in establishing and sustaining residential facilities” and “areas which do not have an 
adequate level of existing community care alternatives.” The client group was 
anticipated to be “individuals with complex needs requiring a significant level of 
service input and management” and the program was “targeting financially 
disadvantaged individuals” (Commonwealth Department of Housing, Local 
Government and Community Services, 1993, p. 123). This description suggests that 
the program had a very strong and targeted focus on particular areas of 
disadvantage, and was designed to provide a flexible alternative in particular 
situations where other services may not be available.  
 
This new program was targeted at groups serviced by both the pre-existing programs 
which were rolled into CACPs. However the way in which services were delivered 
was far closer to the Community Options program (Linkages) model of service 
delivery. This program, funded as part of HACC, involved the Commonwealth 
working with state and local government cooperation. The CACPs program involved 
delivering packages of care services and case management in a similar manner to 
the COPs program. However CACPs were completely funded and managed by the 
Commonwealth government, and delivered largely by not-for-profit agencies, which 
had long standing historical relationships with the Commonwealth as providers of 
residential care. These not-for-profit services were able to purchase services using 
HACC providers or other service providers from the not-for-profit and for-profit 
sectors. 
  
The use of not-for-profit services to deliver care reflected elements of the other 
program which influenced the construction of CACPs - the Hostel Options program. 
This program had been developed as a pilot in the late 1980s and was designed to 
deliver essentially hostel level care in an individual’s own home (Commonwealth 
Department of Housing, Local Government and Community Services, 1993, p. 123). 
Staff from the hostel, available 24 hours a day, were essentially seen as delivering a 
residential service, but without the need for development of bricks and mortar 
buildings. This program was linked to residential care allocations of funding and was 
seen as a residential equivalent in a community setting.  
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As the program grew this model of service delivery continued. CACPs, although 
delivering community care similar to the COPs program, were linked to the residential 
allocation of packages, and also to the traditional deliverers of residential programs. 
Other community care programs were delivered via the HACC model. This choice of 
this program service delivery model for a community care program is not specifically 
referred to anywhere in the documents, possibly because CACPs were not then 
identified as being part of the community care allocation of funding, they were part of 
the residential allocation. 
 
The program thus developed as a ‘hybrid’ – a combination of elements of the 
Community Options model of case management and brokerage and elements of the 
other programs which were rolled into CACPs. They also reflected the traditions of 
Commonwealth provision of residential care, as noted in the literature review by 
Howe (2001) and Fine (2007). 
 
This link was also significant in terms of funding as it linked CACPs provision to 
hostel (later low level) needs for care. “CACPs provide an intensive form of 
community-based support up to the cost equivalent of a Personal Care (low 
dependency) payment in a hostel ($25.30 per day in November 1994)” (AIHW, 1995). 
Funding was thus linked to the personal care subsidy for hostels, and continued to be 
linked to hostel or low care subsidy levels (AIHW, 1995).  
 
Service delivery was undertaken by a range of services, primarily, although not 
exclusively, from the not-for-profit sector many of whom already had a relationship 
with the Commonwealth government as deliverers of residential care. This resulted in 
these services becoming more closely identified as providers in the community aged 
care sector, delivering a broader range of services.  
 
This lack of clarity about where the program ‘sat’, a community aged care service 
considered to be part of a residential allocation, was reflected in early collections of 
data by AIHW, who linked CACPs data to residential allocations in their discussion of 
the program in 1995, but by later editions of ‘Australia’s Welfare’ it was clearly part of 
the ‘community care’ set of programs delivered by the Commonwealth (AIHW, 1995, 
1997). 
 
The development of a program which closely mimicked the COPS program, yet 
utilised different service providers and a different funding regime, obviously had the 
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potential for overlap and confusion for service users. From this distance it is unclear 
why the existing COPS/ HACC based model was not utilised further, but there may 
not have been interest from the states in being part of the process. McVicar and 
Reynolds (1992) illustrate that the possibility for confusion and coordination problems 
was identified from the start of the CACPs program. In 1992 they considered that 
whilst CACPs projects were “funded through a residential care funding allocations”, 
they were “operating as community care services” and they also had “the potential to 
add to the complexity of funding and program boundary problems already existing in 
the community care field” (McVicar and Reynolds, 1992, p. 124).  
 
The model of brokerage and case management service delivery which was chosen 
reflected the Community Options program, rather than the Hostel Options model 
based on 24 hour staff (Commonwealth Department of Housing, Local Government 
and Community Services, 1993). Again the reasons for this choice are unclear, but 
the successful evaluation of the model of case management and brokerage used in, 
for example, Victorian Linkages projects may have contributed to this decision 
(Kendig, McVicar, Reynolds and O’Brien, 1992).  
 
The overall construction of CACPs at this stage suggests a program which was 
designed to address special needs in special circumstances, using a well established 
model of case management and brokerage, delivered by not-for-profit non-
government agencies who were also residential care providers. However there is 
also an emphasis in the Aged Care Reform Strategy report on provision of places 
targeted to areas which did not have a range of other alternatives. There is nothing in 
the literature to suggest that the Commonwealth saw this program as being the 
development of a significant new approach to community care, or a major changed 
role for the Commonwealth.  
 
A symbol of this historical linkage continues in the language of the ‘place’ used to 
describe programs such as CACPs and EACH (Report on the Aged Care Act 1997, 
2003, 2005). The Commonwealth funds other aged care programs but the packaged 
programs such as CACPs and EACH are still described in terms of ‘places’, the 
language of the residential sector implying a bed in a location. Case management 
and brokerage models are linked to residential care when describing how many 
‘places per 1000 of the population over 70’ are provided in much of the policy 
documentation (DoHA, 2003a, 2004a, 2005a). The potential political advantages of 
this construction are discussed elsewhere in the chapter. 
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6.3.2 The Aged Care Act 1997 until 2002: Unexamined assumptions and 
rapid growth 
 
This period, from 1997 to 2001 saw CACPs move from being a small, targeted 
program to being a significant element of community aged care provision developed 
by the Commonwealth. Policy documentation from this period is more substantial and 
available, and the AIHW began publishing collected data sets on CACPs following 
the introduction of the Aged Care Act 1997.  
 
The government had changed in 1996, and the new Aged Care Act 1997 was 
introduced by the Liberal government. Although they had entered the election with a 
policy of greater delegation of aged care services to the states (Howe, 1997), they 
did not act on this policy once in office. CACPs were funded and delivered utilising 
the same model, in the same way, but in far greater numbers. This period also saw 
an increased emphasis on the potential issues associated with the ‘aged care tidal 
wave’ and greater publicity about this issue and the perceived demographic 
imperative. Statistical data described in Table 6.1 illustrate the strong growth in the 
program at this time, which reflected a growth in overall spending on aged care, and 
also an increasing emphasis on community aged care (AIHW, 1999). 
 
Although there had been a steady, if slow, growth in the CACPs program, the period 
following the introduction of the Aged Care Act 1997, saw a significant period of 
growth. Policy initiatives included the government’s “Staying at Home” set of 
programs. In the first five years (1992 to 1996) the CACPs program grew slowly until 
it had 4,431 packages, in the second five years (1997 to 2001) it grew to 24,630 
packages, an increase of 20,199 packages (AIHW, 2003b).  
 
CACPs were now set up under the Aged Care Act 1997 xiv and described as “a 
planned and coordinated package of community care services to assist a person who 
requires management of services because of their complex care needs. A 
Community Aged Care Package is targeted at frail older people living in the 
community. These people would otherwise be eligible for at least low level residential 
care” (Department of Health and Aged Care, 1999, p. 7). This description of the 
program remains consistent through many documents over time, emphasising the 
planning and coordination role of case management, the tailoring of flexible 
arrangements for people living in the community, but also the historical linkage to 
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residential care. The changes in the Act meant that funding was now linked to ‘low 
level’ care, rather than formal hostel care, but this was effectively the same target 
group. Assessment of the need for services was thus defined by linkage reflecting 
the earlier historical development of the program.  
During this period of growth the language to describe the model remains essentially 
the same; the rhetoric is very similar. Although the program had broadened its focus 
and grown it retained a stated emphasis on targeted groups. The general eligibility 
criteria related to individuals with complex care needs, who had a need for a 
coordinated package of care services, a preference for and the ability to remain living 
in the community, and a need for ongoing monitoring services (Department of Health 
and Aged Care, 1999). However the program documentation indicated that its 
priorities were: individuals from Aboriginal and Torres Strait Islander communities, 
people from culturally and linguistically diverse backgrounds, people who live in rural 
and remote areas, people who are financially and socially disadvantaged and 
veterans (DoHA, 2004d). There was also some variation in target groups at different 
times, for example housing linked allocations directed at those with severe financial 
disadvantage. There is no evidence within the documentation to suggest that prior to 
this expansion there was a formal process to explore whether this approach was best 
suited to the goals of delivering community aged care. The basic model of service 
delivery remained the same, a model of case management and brokerage delivered 
largely by the not-for-profit, non-government sector, linked to an assessment of ‘low 
level’ needs. 
Subsidy levels payed to agencies for service recipients demonstrate that levels of 
subsidy remained the same regardless of where people lived in Victoria. Whilst this 
created issues that will be discussed later in the thesis, it also demonstrates an 
approach to funding that is constructed by ideas of beds in a residential setting, 
rather than the nature of the care provided. Community aged care is essentially 
about travelling to the home of the recipient, taking services to them. Costs of travel 
for workers and clients are an intrinsic part of community care services delivery, yet 
the funding formula for this program continued to be locked into an assessment of 
the dependency needs of individuals as if they all lived in one residential location.  
 
The fundamental assumptions of the service delivery model were unchallenged, and 
the consequences of these choices, such as coordination issues identified by 
McVicar and Reynolds in 1992, did not appear to be identified let alone addressed. 
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Issues of coordination, linkage with other community services, the financial adequacy 
of the targeted model, the method used to ensure quality of service delivery, and the 
problems associated with cost shifting, identified by service providers in later data, 
are not prominent in the policy documentation at this time. Analysis of the first set of 
CACPs guidelines (Department of Health and Aged Care, 1999), illustrates that the 
Commonwealth either had little idea of how it wanted the programs to be run, or 
believed this should be left this up to the agencies doing the delivery. These 
guidelines are distinctive largely for their brevity, and lack of direction regarding the 
Commonwealth’s expectations of day-to-day service delivery. 
 
In 1994, the CACPs provision ratio stood at 2 places per thousand persons aged 70 
and over. In 1995 projections were that the growth of CACPs could be 15,100 in 
2006 (AIHW, 1995). In fact there were 35,383 operational places at 30th June 2006 
(AIHW, 2006). There is no evidence available in the public arena to suggest that the 
model was reviewed or evaluated prior to this period of rapid growth. 
  
6.3.3 The period of ‘catch up’ policy making. 
 
The period from 2002 generally showed steady continued growth in the program. 
Documentation from the Commonwealth became more developed, and began to 
respond to issues identified by other stakeholders. Spending on aged care continued 
to grow overall (AIHW, 2005a) and there was a continuing emphasis on community 
care as part of this process both in rhetoric and spending, demonstrated across a 
range of policy documentation.  
 
For example in the 2002-03 Budget papers it was stated that the Commonwealth 
government “will provide an additional 6,000 CACPs tailored to meet the needs of 
frail older Australians, so that they can continue to live in their own homes” 
(Commonwealth of Australia, 2002b). In 2003-2004 the Budget papers emphasise 
“support of non residential care options for older Australians” (Commonwealth of 
Australia, 2002b). This stated policy trend continued in 2004-05 with ‘Investing in 
Australia’s aged care – More Places, Better Care’. This documentation indicated that 
the new program would “change the balance” from 40 high care places, 50 low care 
places and 10 community places, within two years to 40 high care, 50 low care and 
20 community places, indicating the ongoing commitment to the program (DoHA, 
2004c). Future projections, using the government’s ‘Securing the Future of Aged 
Care Australians’ documentation for the community care programs such as CACPs 
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and other more recent initiatives such as EACH, suggest that the ratio will be 25 
packages per thousand persons over 70 by 2011, (DoHA, 2007b). 
 
In this period there was increasing lobbying from aged care peak bodies (National 
Community Care Advisory Committee, 2001), and reports such as the Myer 
Foundation report ‘2020: A Vision for Aged Care in Australia’ (Myer Foundation, 
2004) emphasising many of the problems with the confused and complex community 
aged care sector. 
 
The need for a ‘census’ of CACPs providers also demonstrates how little the 
Commonwealth actually knew about its own rapidly growing program. This is 
illustrated by the comment in the early part of the Census document by the authors 
who state that there was “no nationally consistent means of identifying CACPs 
service providers” (AIHW, 2004a, p. 7), a problem of definition in this research as 
well, discussed in Chapter 1. The CACPs Census data collected in 2002 and 
reported in 2004 demonstrated that that CACPs recipients had a higher level of 
disability than could be expected from the stated target group, despite the funding 
being linked to low levels of needs (AIHW, 2004a).  
 
New programs were also being developed to meet new perceived needs, many 
based on the CACPs model of service delivery. New forms of packaged care were 
developed to address issues of packaged care for ‘high needs groups’ with EACH 
and EACH dementia packages growing in numbers (AIHW, 2004b; AIHW, 2006). 
These packages which offered substantially greater levels of subsidy and were 
designed to ensure that older adults with high level needs could remain in their own 
homes. 
 
Other policies were introduced gradually to address issues of concern. This period 
also saw the introduction of a quality assurance program designed to oversee a 
process of accountability in CACPs packaged programs, and the development of 
more extensive guidelines in 2004 and 2007 (DoHA, 2004d, 2007c). In early 2007 
the DoHA introduced a new viability supplement for community care providers, which 
“recognises the higher costs associated with attracting and retaining staff and other 
resource implications faced in providing community care services in rural and remote 
areas” (DoHA, 2007a), and is based on the consumer’s location. However this 
viability supplement becomes available at an ARIA xvscore of 3.51, making the 
availability and level of the subsidy limited in Victoria (DoHA, 2010). 
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Despite this belated ‘catch up’ to address policy issues such as the need for quality 
assurance and developing other forms of packages, lobby groups and service 
providers still identified the complexity and poor coordination of the system as 
serious issues. This is discussed in greater detail in the literature review. The 
Commonwealth’s recognition of these issues resulted in the document ‘The Way 
Forward’, developed by the Commonwealth to address the complexity of and poor 
coordination of the system. The Way Forward’ document suggests a ‘partnership’ 
approach to develop greater alignment between HACC and other community care 
programs, addressing overlap and gaps in service delivery. It suggests an overall 
framework for service integration with the Commonwealth as the key player in this 
process. Whilst there has been some progress in “streamlining administrative 
arrangements and creating a nationally consistent and fairer system” (DoHA, 2009c, 
p. 1) there is little evidence of the development of the Commonwealth’s suggested 
‘three tiered’ model of service delivery. In a review of the Myer Foundation ‘Vision’ 
document, Reynolds found that some progress had been made in addressing the 
issues raised in the ‘Way Forward’ document, however the process of change was 
very slow (Reynolds, 2009). 
 
The expansion of the CACPs program had increased the complexity and 
coordination issues within the sector. They were not well linked to HACC funded 
models. There were different definitions of terms, different administrative 
requirements and overlap between programs. This attempt at ‘catching up’ policy 
making to improve coordination came after the Commonwealth had introduced 
significant changes in the delivery models for community aged care, which had 
added to the complexity and overlap in the system.  
 
In summary 
This chronological exploration discusses the way in which historical traditions have 
framed the development of the service delivery model of the CACPs program. The 
key elements of this construction include the ‘hybrid’ nature of the CACPs program 
as a community care program linked to residential care models; the choice of case 
management and brokerage (or managed care) models to deliver care; the use of the 
not-for-profit sector and the for-profit sector as the natural providers of aged care 
services; the linkage of CACPs subsidies to low level or hostel level care; and the 
‘one-size-fits-all’ approach that ensures subsidies remained the same over time.  
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 However, whilst these historical traditions impacted significantly on the development 
of CACPs, they are only part of the story. 
 
6.4 Political agendas and the changing face of federalism. 
 
The theoretical framework which underpins the thesis indicates that research should 
focus on institutional and power relationships to understand what is happening within 
the policy and service delivery process. Policy making is essentially seen as a 
competitive process between competing interest groups within this context of power 
and institutional arrangements, rather than a rational planning process. The lack of a 
rational planning process is amply demonstrated by the historical development of the 
program discussed in the previous section. 
  
However the political agendas which underpin the program’s development are rather 
more difficult to explore, and must be linked to an understanding of broader political 
issues discussed in the literature review. Debates about who is responsible for what 
aged care service and who will pay for what aged care service reflect ongoing 
political debates about federalism in Australia, rather than debates along political 
party lines. However the policy documentation does reveal some party political point 
scoring as well. In this section, the impact of political agendas on the construction of 
the service delivery model for CACPs will be explored. These agendas include the 
political imperative of the aged care tidal wave, the changing role of the federal 
government, and issues of cost shifting between levels of government. 
 
6.4.1 The political imperative of the aged care tidal wave 
 
The construction of the CACPs program in its current form is also framed by the need 
for government to be seen to be addressing issues in aged care, and developing 
community aged care options in particular. Almost all documents regarding policy or 
programmatic service delivery in community aged care are prefaced by an 
acknowledgement of the need to address the demographic imperative facing a 
country with an ageing population (Commonwealth of Australia, 2002a; DoHA, 2004). 
Whilst the changes to Australia’s demography are variously constructed as a crisis, a 
challenge or even an opportunity, the issue of ageing has been highly visible 
(Australian Government Department of Treasury, 2002, 2007, 2010). The need to 
address (and be seen to address) the need for more services must contribute to 
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increases in funding for aged care in recent years (see Chapter 2). Similarly, the 
recognition of the desire for individuals to remain in their own homes as “the 
preference for older people needing care” (DoHA, 2003, p. 21) has also informed the 
development of policies and programs. Residential care is expensive to deliver, and 
had also been subject to a number of well publicised scandals regarding quality of 
care (Gilchrist, 2002; Protyniak, 2002). 
 
Although this recognition of an issue crosses party lines, there is no doubt that this 
perceived political imperative was a major concern to the Howard government (1996 
to 2007). During the period of the Howard government, issues and policies to 
address ageing were a dominant and highly visible policy focus as they developed a 
‘National Strategy for an Ageing Australia’, and a variety of other reports on the issue 
(Australian Government Productivity Commission, 1999, 2005; Commonwealth of 
Australia, 2002a). This was also a time of a rapid expansion for the CACPs program. 
 
Language used to justify or discuss policy changes such as an increase in CACPs 
numbers is not unexpectedly constructed in a manner which promotes the 
government’s agenda. This includes defending its record, identifying previous 
government inaction or pointing out the deficits of state governments. The Reports on 
the Aged Care Act 1997 demonstrate this political point scoring with comments such 
as the government’s efforts in overcoming the Labor government deficit (DoHA, 
2001, p. iii), or identifying the government’s contribution to community aged care and 
increased aged care spending. 
 
The use of the language for political purpose is demonstrated by the use of the 
concept of the ‘place’ to identify the gains made by government. The ratio of ‘places’ 
per 1000 over 70 in the population is a popular statistic used to identify gains made in 
aged care. Not only does this demonstrate the linkage of CACPs to residential care, 
but it is also a politically advantageous way of announcing increases in aged care 
funding. CACPs in particular are a relatively inexpensive way of increasing the 
number of places per 1000 people over 70, whilst also increasing community care. 
This is a useful easily understood political statistic to quote, and to compare. By 
identifying CACPs as adding to aged care ‘places’, the number of such places could 
be seen to increase significantly over time, indicating that government is addressing 
the need for more aged care. 
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6.4.2 Political agendas and the changing nature of federalism 
 
Green and Pfeiffer (1997) suggest that aged care policy illustrates “Australian 
federalism at its most frustrating” (p. 276), a point echoed by several authors in the 
literature review. Issues associated with federal /state relations form a significant part 
of this examination of political agendas, and their impact on the construction of the 
CACPs service delivery model. They are also linked to many of the frustrations and 
concerns of service providers discussed in other chapters.  
 
In addition to the political need to address aged care issues, the construction of the 
service delivery models for CACPs has been framed by the Commonwealth taking an 
increasingly lead role in the development of policy in community aged care, and 
having the “fiscal force” (Lawson and Gleason, 2005, p. 80) to develop policy as they 
wish.  
 
The use of the CACPs model to further expand community aged care services 
demonstrates this change in role. The Commonwealth could have used existing 
models and approaches, such as developing services through existing HACC 
arrangements or newly developed approaches with the states to expand packaged 
care. However they chose to expand an existing service provision model which did 
not require them to negotiate or coordinate with state governments. 
 
Under the HACC program, the states are involved with planning and coordination of 
community care. In Victoria the CACPs program was expanded and delivered with no 
apparent links to this planning process. In rural Victoria the state government has a 
regional bureaucracy ‘on the ground’, whereas the Commonwealth bureaucrats are 
located centrally in Melbourne. There is no evidence that the Commonwealth have 
ever used this local knowledge or capacity for service planning at a local level. 
Whatever formal coordination exists takes place through provider forums of 
Commonwealth funded programs or centrally through state-wide allocations systems. 
The role of the states in coordinating community care is not mentioned in documents, 
despite their role in coordinating HACC and other related services. 
 
The issue of cost shifting, of great concern to service providers, also reflects political 
debates within the federal system about which level of government should pay for 
what service in aged care. An analysis of the CACPs Guidelines of 1999 and 2004 
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(Department of Health and Aged Care, 1999; DoHA, 2004d) demonstrates that the 
Commonwealth government constructed policy to avoid overuse of Commonwealth 
government funds by ‘double dipping’. This policy is aimed at ensuring that CACPs 
recipients do not use other Commonwealth subsidised programs. CACPs providers 
are free, for example, to use HACC services but the guidelines state that “the 
provider is entitled to charge up to the full costs of providing that care. The decision 
to charge up to full cost rests with the brokered provider” (DoHA, 2004d, p. 26). 
Whilst the stated decision to avoid double dipping appears understandable, the 
implications of this decision have impacted on the program’s purchasing power as 
over time HACC providers have insisted on charging full costs for a number of 
services (see Chapter 7).  
 
CACPs providers are also charged full cost recovery for some other services, such 
as Victorian government services, based on the argument that as recipients receive a 
package they have the resources to pay for these subsidised services (VAHEC, 
2004). These decisions can be seen as attempts to ‘cost shift’ (see Chapter 7). The 
needs of service providers and coordination of services appear less important than 
ensuring each level of government is not handed extra funding responsibilities. This 
process reflects historical disputes over roles and responsibilities in the federal 
system. 
 
The ‘Way Forward’ document demonstrates that by 2004 the Commonwealth 
recognised the need for better coordination of services, and saw itself as the logical 
stakeholder able to ensure consistent approaches Australia wide. The document 
does not, however, acknowledge that the introduction of many new programs by the 
Commonwealth in the preceding years had been a major factor contributing to the 
need for change. The Commonwealth government ‘Way Forward’ web site now lists 
a number of projects to improve the sector including improving access, developing 
consistent eligibility requirements, better coordination of data, and consistent 
reporting and quality care processes (DoHA, 2009c). Communication and 
coordination with the states as well as other stakeholders is part of this process. 
 
The complexity of federal state relations in aged care and the key issue of who is 
responsible for community aged care, have impacted on coordination and cost 
shifting issues within the sector. CACPs are only one of a number of federal 
government aged care programs developed over the last twenty years, which have 
contributed to what is seen as a poorly coordinated community care system that is 
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confusing for service providers and recipients (see Chapter 3 and later results 
chapters).  
 
The ability of the Commonwealth to develop programs without consultation with the 
states, and also somewhat belatedly systems to coordinate them, illustrates its fiscal 
power and increasing dominance in community aged care delivery. Effectively the 
Commonwealth has reconstructed the way in which the community aged care system 
operates with the Commonwealth as the dominant power, and the states having a 
reduced role. However the states continue to have a role in the delivery of community 
aged care programs as key stakeholders in the delivery of HACC programs. 
 
The political agendas of a dominant and centralised federal government are also 
reflected in the choice of providers to deliver packages through the program. This 
process reflects historical patterns of aged care service provision in Australia 
discussed above, but also the increasing development of the process identified as 
‘parallel federalism’ (Parkin and Anderson, 2007) and discussed in Chapter 3. 
Parallel federalism refers to the process where the Commonwealth continues in its 
central role of policy making and funding, but bypasses the states in service delivery. 
It does this by developing relationships with other organisations to deliver services. 
This is discussed in the next section of the chapter. 
 
6.4.3 The alliance between the Commonwealth and the not-for-profit 
sector in the delivery of CACPs  
 
The construction of the CACPs program also reflects changes to the institutional 
arrangements for delivering community aged care. The central relationship in the 
delivery of CACPs is largely between the Commonwealth and not-for-profit non-
government agencies, linked to both their historical relationship and also new models 
of governance described later in this chapter. The model for service delivery, 
expanding the existing role of the not-for-profit sector, has introduced new and 
potentially powerful players in community aged care to rural Victoria.  
 
AIHW data on service delivery outlets does provide an overall picture of the role that 
these services play in the delivery of CACPs, and the consequent change to 
institutional arrangements. Unfortunately these AIHW data sets are classified by 
number of outlets, rather than either number of packages or numbers of approved 
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providers, and cannot present a total picture. Outlets, for example, may have 
different names but still actually be run by the same approved provider. 
 
The total percentage of outlets in the not-for-profit category (community and 
charitable sector) represented 78% of all outlets in 2006, and 77% in 2008 (AIHW, 
2007b, 2009b). Whilst there does not appear to be nation-wide agencies delivering 
packages in all states, there are several organisations that could be expected to be 
allied to each other operating across state borders, and it is difficult to assess how 
much these organisations operate as nation-wide players or as part of alliances. 
Examples here include the United Church in Australia Property Trust which manages 
(according to the 2006 DoHA services list) about 10% of all packages in Australia. 
However it is made up of state-wide sections such as the Uniting Church Property 
Trust, Queensland. Similarly there are many Anglican or Catholic agencies delivering 
packages, and it is unclear if they could be aligned in a formal arrangement for 
lobbying or allocation purposes.  
 
The overall picture, however, is of state-wide organisations operating in different 
state regions, with variance in the pattern between states. There are key players in 
each state, some that operate across states, and some that may be informally 
aligned nationally. 
 
 
Percentage of CACPs providers by organisational 
type
0
10
20
30
40
50
60
70
80
90
Charity/community
not-for-profit sector
State/local
government sector
For-profit providers
2005
2008
 
Figure 6.4 Different outlets by organisational category in Australia as at 30 June 2005 
and 30 June 2008. 
Sources: AIHW, 2006, 2009b. 
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Figure 6.4 demonstrates the dominant role of the not-for-profit charity and community 
sector in delivery of CACPs, and the very small role of private providers in managing 
packages, although this sector has grown slightly since 2005. 
 
The Commonwealth data base list of all services, available in Excel form from the 
DoHA, does however enable some other analysis of data. This can be analysed by 
both number of packages which provides an understanding of agency size, but also 
by approved provider status, which identifies key players on a state-wide basis. 
Given the complexity of these data and the focus in this thesis on rural Victoria, these 
data were analysed in detail for Victoria only. However, there are some problems 
with this data base, as some inaccuracies were detected when processing the 
material. An example here is the Villa Maria Grampians packages which were 
located by the researcher as part of a metropolitan allocation of packages, but 
delivered in the rural Grampians region (DoHA, 2006).  
 
Victoria has had a slightly different pattern of service delivery over time to some other 
states, with some key providers having large numbers of packages. In the early 
period of data collection, AIHW identified that Victoria had a high percentage of the 
outlets with large numbers of packages, and their overall ratio of numbers of 
packages per outlet has been higher than the national average (AIHW, 1999). This 
has however been decreasing over time. In 1999 Victoria had 45 packages per outlet 
as opposed to the Australian average of 23, but by 2005, Victoria had an average of 
37 packages per outlet compared to the national average of 31 (AIHW, 1999, 2005a). 
In 2008, the national average had grown to 36 packages per outlet demonstrating a 
growth in the size of outlets Australia wide (AIHW, 2009a). 
 
However there are several key approved providers in Victoria who manage a large 
number of packages through many outlets. These key players are listed below in 
Figure 6.5 
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Largest not-for-profit approved providers of 
CACPs in Victoria, 2006
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Figure 6.5 Largest not-for-profit approved providers of CACPs in Victoria, 2006. 
(Source: DoHA Aged Care Services List, as at 30 June 2006)xvi 
 
Figure 6.5 continues to demonstrate both the importance of the not-for-profit sector 
overall in delivery of CACPs, but also the key not-for-profit players delivering 
packaged care across Victoria. This graph does not represent all the not-for-profit 
providers across the state, just demonstrates the biggest approved providers. There 
are of course many other approved not-for-profit providers delivering packages, 
including some quite large rural providers. However a significant element of the 
service delivery model for CACPs has been the growth of large providers with many 
outlets across the state. 
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Percentage of packages allocated to state wide 
providers operating in more than one region out 
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Figure 6.6 Key players with packages in more than one rural region 
(Source: DoHA Aged Care Services List, as at 30 June 2006). 
 
Figure 6.6 demonstrates the way in which the model of service delivery has lead to 
some key players in the delivery of the CACPs program developing service delivery 
outlets in different regions across Victoria. These organisations thus provide a state-
wide service delivery network as part of the process of ‘parallel federalism.’ The 
states are not involved in the planning or delivery of CACPs services. 
 
In summary 
The key themes of this section include the changing role of the Commonwealth as it 
increasingly has become the key player in community aged care policy formation, the 
lack of consultation and coordination between state and Commonwealth 
governments which has impacted on cost shifting and coordination issues, and the 
allegiance in the delivery of packaged programs between the Commonwealth and the 
not-for-profit sector, effectively bypassing the states, and changing institutional 
arrangements.  
 
Political agendas have also played a role in the construction of the service delivery 
model and rapid growth of the CACPs program. The political imperative of 
demographic change, and the need to provide community care options contributed to 
the rapid deployment of an already existing program, without consideration of 
alternatives. The increasingly centralised approach to development of community 
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care policy, and the alliance with the not-for-profit sector to deliver services bypassed 
the states in an area that had been a significant part of their role following the aged 
care reform process. 
 
6.5 New Models of Governance 
 
The final and overlapping theme in this section relates to the dominant ideas 
regarding service delivery, which provide the “normative prescriptions for action” 
(Fischer, 2003, p. 144) relevant to the delivery of CACPs. The theoretical model 
developed within the thesis emphasises an understanding of the way in which issues 
are constructed, and choices are made about programs and policies within the 
context of the dominant discourse of the time. The dominant service delivery 
discourse is that associated with models of new public governance, which in turn are 
underpinned by ideas of neo-liberalism, discussed elsewhere in the thesis (Chapters 
2, 3 and 4). 
 
Key elements of this approach include the importance of government ‘steering not 
rowing’, the value placed on individual choice and the power of the consumer within a 
quasi market, the use of a competitive process to deliver choice, and a perception 
that services are best delivered in a competitive environment of non-government 
services, rather than by government. 
 
Key parts of this discourse support and reinforce other frames significant in the 
construction of the program. The use of the not-for-profit sector of non-government 
agencies as the key service delivery provider reflects historical traditions of aged 
care service delivery. It also provides a service delivery arrangement which allows 
the Commonwealth to bypass the state governments and ensures that government 
remains a ‘steerer’ in the process rather than a ‘deliverer’ of services. 
 
However there are also other ways in which the discourse of new governance has 
had an impact on the service delivery model, such as an emphasis on provision of a 
number of services to ensure choice for consumers in any given region. Key 
elements of this final ‘frame’ are discussed below, based on the secondary data 
analysis, documentary analysis and information from workers in the field. 
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6.5.1 Competition between service providers and the development of a 
quasi market within regions 
 
The Commonwealth government divides non-metropolitan Victoria into several 
regions (see Appendix C). The numbers of service providers in any given region 
reflects attempts to ensure choice for consumers; however this policy focus is not 
often mentioned in documents. For example, the CACPs guidelines (Department of 
Health and Aged Care, 1999; DoHA, 2004d, 2007c) mention the need for choice of 
provider only once when detailing the principles used for the allocations process. 
However, analysis of the services data region by region illustrates that funding a 
number of providers has obviously been a fundamental part of the service delivery 
model. This allocation process allows for a significant amount of flexibility with 
demographic ratios, expected outcomes, and assessed ability of agencies to provide 
services being the stated criteria (DoHA, 2007c). However section 3.4 also states 
that one factor considered is the “diversity of choice for current and future care 
recipients in aged care planning regions” (DoHA, 2007c, p. 15). 
It is difficult to accurately represent the actual numbers of approved providers 
operating services and delivering CACPs in different regions as the data base is not 
always clear. For example, Lyndoch, a Warrnambool based non-government agency, 
delivers packages in the Grampians region, and the Brotherhood of St. Laurence, 
based near Geelong, also has packages which also operate in certain local 
government areas (LGAs) within the Grampians region. It is not always clear where 
the lines between regions finish in terms of actual service delivery in the community. 
However the chart below is as accurate as possible following a careful perusal of 
these inconsistencies in the data base, and demonstrates that fostering numbers of 
provider agencies has been part of the CACPs allocation process.  
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Figure 6.7 Numbers of different approved providers in regions outside of major cities. 
(Source: DoHA Aged Care Services List, as at 30 June 2006). 
However this pattern of service delivery varies between regions, both in terms of 
numbers of providers, and also in terms of packages allocation to Melbourne based 
providers and to large (or occasionally small) rurally auspiced providers. An example 
of the spread of agencies to ensure a ‘diversity of choice’ is provided by looking at 
one region, Hume. Hume region has a significant percentage of the ‘specialist’ 
CACPs in rural Victoria, operated by COASIT and Rumbalara Aboriginal 
Cooperative. However it also has the most varied distribution of agencies of all rural 
aged care planning regions. Baptist Community Care, Anglican Aged Care and the 
Villa Maria Society, all key state-wide players, operate in that region. Hume also has 
a variety of small local providers and larger locally approved providers in the 
Wangaratta City Council and Goulburn Valley Health.  
This demonstrates the mix of service allocations across the region, and the 
willingness of the Commonwealth to fund various local and state-wide not-for-profit 
agencies, sometimes with quite small numbers of packages. In all there are a total of 
11 different providers across the regionxvii to ensure ‘choice of provider’ and foster 
competition. 
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New providers are also being added into regions, and since 2004 several new 
approved providers have begun delivering services in different rural regions (DoHA, 
2005b, 2009d). Some such as Anglican Aged Care have extended their role into new 
regions, others such as Regis Care delivering CACPs programs outside of 
Melbourne for the first time. 
 
These data demonstrate that allocations have not just been delivered according to 
need, but have also ensured multiple providers are funded to create a ‘quasi’ market. 
This ensures that choice of provider will be offered to service recipients in line with 
the CACPs guidelines. 
  
6.5.2 Services should not be delivered by government. 
‘Approved providers’ for the delivery of CACPs are most likely to be from the non-
government not-for-profit sector. There are no state government delivered CACPs in 
rural Victoria. Whilst the Commonwealth is willing to allocate packages to some local 
government areas, CACPs are predominantly delivered by the not-for-profit sector. 
Packages are more likely to be delivered by local government in rural Victoria, than 
within major cities. In non-metropolitan Victoria about 15% of all packages are 
delivered by local government as opposed to approximately 7% in metropolitan 
Melbourne, probably reflecting difficulties in developing local agencies in some rural 
areas (AIHW, 2007b). Two of the local government providers represent a group of 
small municipalities who have collected under the banner of a lead municipality to 
ensure that their smaller communities gain access to CACPs packages. 
However the for-profit sector is also very small (see Figure 6.5), suggesting that the 
Commonwealth has a preference for not-for-profit service providers. It is also 
possible that for-profit services do not wish to deliver case management based 
services, and would rather focus on direct care provision. Many of the not-for-profit 
CACPs providers use for-profit direct care providers as well as HACC providers to 
deliver brokered aged care services. There is little identified formal data collected on 
the usage of not-for-profit versus for-profit services to deliver personal care services.  
 
6.5.3 The role of the consumer in the quasi market 
The document analysis of the CACPs guidelines demonstrates an emphasis on 
individual rights and individual choice, at least rhetorically, within the programmatic 
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literature. This focus is demonstrated by the language describing the program as “the 
provision of individually tailored packages of care services” (DoHA, 2004d, p. 1) for 
older people with complex care needs who wish to remain living in their own homes. 
All of this links to stated ideas of choice for consumers; the choice to stay at home, 
choices in their care, and choice of care provider. The reality of choice for older 
services users is challenged in the literature (see Chapter 3) and also in results 
discussed in later chapters. 
It was noted in this chapter that the earlier guideline documents provide limited 
guidance in relation to service delivery issues (Department of Health and Aged Care, 
1999; DoHA, 2004). The sections on the rights of consumers are noticeably 
developed by comparison. The list of consumer rights is lengthy including (amongst 
others) the rights “to be involved in deciding and choosing the care most appropriate 
to meet their needs; to be given enough information to make an informed choice 
about their care; to complain about the care they are receiving, including the manner 
in which it is being provided, without fear of losing the care or being disadvantaged in 
any other way” (DoHA, 2004d, p. 33).  
  
This ability and willingness of the elderly to adopt consumerist behaviour towards 
helpers has been challenged in the literature (Cooper & Jenkins, 1999). Other writers 
query whether client groups would be able to access these rights, or feel powerful 
enough to formally complain about services (Glendinning, 1998; Williams, 1997). The 
documents emphasise the rights of recipients, but also suggest an ability to 
complain, or possibly change providers if they are unhappy. Thus the focus on 
ensuring service quality was linked to an assumption of consumerist behaviour. 
 
 It was not until after 2005 that the first three year cycle of quality reporting standards 
was introduced (DoHA, 2006a). It is unclear why this process took so long to become 
activated in CACPs delivery. It could be a simple matter of funding, or of an 
assumption that it was not needed in community care delivery. However the process 
was definitely not included as part of the original expansion of CACPs in the late 
1990s. This relatively late introduction of a quality assurance process may also 
indicate a recognition that the power of the informed consumer to complain is not 
sufficient to protect vulnerable recipients’ rights. 
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In summary 
The development of the CACPs program has been framed by an understanding of 
what constitutes good program management underpinned by the dominant service 
delivery discourse of the era, described in this thesis as new public governance. Key 
features of this discourse include a focus on competition between services to deliver 
good outcomes for service users and government, a belief that government is not an 
efficient provider of services and that an informed consumer being offered choice will 
be able to use that choice to get the best possible services. The CACPs model of 
service delivery reflects this discourse as evidenced by the emphasis on choice of 
provider, development of quasi markets in service delivery of the program, use of the 
not-for-profit sector to deliver the program and a focus on individual choice for the 
consumer. 
 
6.6 Chapter Discussion 
 
This chapter focuses on analysis of policy and programmatic documents, and 
analysis of CACPs data sets. It aims to address the question: how has the service 
delivery model of CACPs been constructed? The CACPs model of service delivery 
has been constructed within three key frames – constructions related to historical 
traditions of aged care service delivery, political agendas, and ideas of new public 
governance. These frames, the structures of thought which reflect interests and 
values, underpin policy and programmatic choices. They are often assumed and 
unstated, and revealed by what happens in practice rather than policy rhetoric (Rein, 
1983). The service delivery model is constructed with frames of understanding which, 
as Rein and Schon (1994) suggest, provides “conceptual coherence, a direction for 
action, a basis for persuasion” (p. 3) to develop and address issues in community 
aged care. 
 
A model of service delivery is defined within the thesis as ‘the underlying scheme of 
a service delivery system, reflecting the key features which distinguish it from other 
alternative ways in which the system can be designed. It reflects the broad ‘design 
principles’ which may relate to ideology or dominant discourse regarding the most 
appropriate way in which services should be delivered.’ 
 
The service delivery model of CACPs has been framed by unexamined assumptions 
that reflect historical traditions, and habits, of service delivery. An analysis of the 
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historical development of the program illustrates its’ original purpose and form, and 
its growth over time. The adoption and expansion of a small program designed for a 
specific purpose has led to a construction which combines inherited links to 
residential care planning with a ‘one-size-fits-all’ approach to subsidy. It also 
demonstrates the need for catch up policy making to address issues which were not 
considered at the time of its expansion.  
 
Political agendas reflecting the historical complexity of aged care delivery in the 
Australian federal system provide the second frame. Disputes between federal and 
state governments over who should pay for what services in aged care, and the 
development of the parallel federalism agenda have impacted on the service delivery 
model. The program was also developed in a time when ageing was seen as a 
pressing public policy issue, and this contextual location also has impacted on the 
need to provide more aged care, and community care in particular. 
 
The program has also been framed in terms of the dominant service delivery 
discourse.  Ideas of new public governance have also impacted on the delivery of 
CACPs packaged programs over time. The impact of dominant discourse on the 
‘basic design principles’ of the service delivery model developed for delivery of the 
CACPs program includes the use of multiple non-government providers, the 
emphasis on the rights of the consumer, and the development of quasi markets. 
 
The adoption of unexamined historical programmatic forms, unexamined 
assumptions regarding models of service delivery associated with ideas of new 
public governance, and motivating political agendas have combined to expand a 
minor program into a major arm of service delivery. It has also contributed to a 
reconstruction of the community aged care sector. The previous construction of 
community aged care delivery was linked to the aged care reform process and 
development of the HACC program which involved the states as key players. The 
development of programs such as CACPs expanded the role of the Commonwealth, 
adding to the complexity of aged care service delivery discussed in Chapter 3. 
 
The next chapters will explore the consequences of this service delivery construction 
from the point of view of those delivering the services. 
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The elements of these frames are illustrated in the following diagram, which also 
provides a summary of the key features of the service delivery model discussed in 
the chapter. 
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Figure 6.8 A diagrammatic representation of the construction of the service CACPs 
service delivery model. 
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Chapter 7  
Results chapter no 2: Making a flawed 
program work 
“Look I think case managers do a fantastic job of getting the best bang for the buck. 
They are so resourceful. Ah, but you know, everything has a limit.” 
 
7.1 Introduction  
 
This chapter discusses the construction of the CACPs program and service delivery 
issues from the perspective of workers in the field who are active participants in the 
service delivery process. The consequences of policy choices are explored from the 
viewpoint of workers in the ‘practice’ context. Although the chapter primarily 
addresses research question two and explores what the construction of the program 
means for those delivering the service, the results also illuminate the overall 
construction of the policy, identifying what is unstated within formal policy 
documentation but delivered in practice. Rein and Schon (1994) argue that it is often 
only through analysing action that we can determine a frame, the rhetoric of policy 
analysis may not reflect what actually happens. 
 
Rein and Schon’s (1994) approach to framing is used within this thesis to explore the 
way in which meaning is socially constructed and understood by workers. Actors in 
the policy making and service delivery process make sense of the complex situations 
in which they find themselves, and construct social reality through a process of 
framing and reframing, drawing on “structures of thought, of evidence, of action, and 
hence of interests and values” (Rein, 1983, p. 141). Rein and Schon (1994) identify 
‘ladders of framing’ from practice, through to institutional frames and finally meta-
cultural frames which reflect dominant societal discourses, which are used to make 
sense of the world. These concepts are used within the chapter to explore the 
different ways in which individuals understand what is happening within the CACPs 
program and the meaning they attach to issues.  
 
The chapter begins with a brief discussion of the respondents who provided the data, 
whilst the second section describes their overall understanding of, and attitudes 
towards, the programmatic service delivery model. The perceived consequences of 
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service delivery and policy choices which are identified as being of concern are 
explored in the third section of the chapter. The chapter concludes with a brief 
discussion of the link between policy and practice. The findings are illustrated with 
quotes from the interview data, identified by the use of quotation marks and italics. 
 
7.2 The interviewees and the agencies. 
 
The research focussed on the perceptions of key staff members within different 
organisations. Twenty staff members from a diverse range of agencies were 
interviewed for the research. They were predominantly female (17 of the twenty) and 
had all worked in case management roles. At the time of interview most (14) had a 
role in middle management, managing the CACPs program or a range of community 
care programs. Service delivery outlets were approached to provide a representative 
from their agency operating at the service delivery level to be interviewed (Appendix 
A). Individuals were reflecting on their own experiences and views, as workers 
delivering and /or managing services at the ‘coal face’, and thus could not be said to 
be delivering formal agency policy. Seventeen interviews were done ‘on-site’ at the 
locations where services were delivered, and three by phone, to accommodate the 
requirements of some interviewees. 
 
The research targeted representatives from a broad range of organisations delivering 
CACPs. These organisations varied across a number of dimensions, such as the size 
of the community where they operated, the number of packages they delivered, and 
the nature of their auspice. All services in a data base provided by the 
Commonwealth Department of Health and Ageing were contacted regarding 
participation.xviii All Commonwealth aged care planning regions in Victoria outside of 
‘major cites’, were represented. Attempts were made to canvas a range of locations, 
including those close to Melbourne, those far distant and the larger regional centres 
excluding Geelongxix. Services based in small rural communities as well as larger 
rural communities were included, as well as those targeting services to both ‘inner’ 
and ‘outer’ regional clients. Workers who were interviewed operated within variety of 
organisations, including local government, regional health services and not-for-profit 
non-government organisations of varying sizes. The services they represented also 
varied in terms of their locus of decision making, with some services part of large 
state-wide programs with head offices based in Melbourne, and others representing 
strong traditions of community representation with local boards of management. As 
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discussed in Chapter 4, this was done to ensure a range of voices were heard within 
the research, rather than as a formal sampling process. 
 
In order to accurately provide a picture of the overall group of agencies represented, 
it is necessary explain the complexity of the CACPs service delivery system.  
 
Data are sorted on the Department of Health and Ageing data base (DoHA, 2006) in 
terms of allocations of packages, but in fact one Service Delivery Outlet (SDO) could 
have several allocations of packages over time, and these do not necessarily 
represent different SDOs. In this research a service delivery outlet is defined as a 
service which provides case management and packaged CACPs services in a 
specific geographic area. Service delivery outlets could be (and generally are) part of 
larger organisations. 
 
 In addition several SDOs may come under the auspice or management of a larger 
organisation, the ‘approved provider’. Sometimes this is clear within the data base, 
for example all Villa Maria auspiced services are labelled by the name ‘Villa Maria’ in 
different planning regions. Other approved providers may use different names in 
different aged care planning regions, often reflecting that geographical area. The 
table below illustrates how many of the service delivery outlets were represented by 
staff being interviewed, and also how many provider agencies were represented 
within the overall sample. Eligible service delivery outlets (the total population 
available the time of initially recruiting interviewees) as discussed earlier in the thesis, 
also excluded specialist CACPs programs, such as those targeting particular ethnic 
groups. 
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Table 7.1 The number of interviews conducted compared to total numbers of SDOs 
and Approved Providers operating services outside of major cities in Victoria, at the 
time of initial recruitment of eligible interviewees. 
 
Total population of 
eligible SDOs  
38 Represented in the 
interviews 
19 
Total number of 
approved providers 
operating SDOs  
30 Represented in the 
interviews 
15 
 
Table 7.2 Interview numbers by numbers of packages, community population, 
auspice, and regional service delivery target.  
 
No of interviews of 
staff in SDOs with 
less than 20 
packages at time of 
interview 
No of interviews of 
staff in SDOs with 21 
– 50 packages at 
time of interview 
No of interviews of 
staff in SDOs with 51 
-100 packages at 
time of interview 
No of interviews of 
staff in SDOs with 
over 100 packages at 
time of interview 
1 11 7 1 
Number of 
interviewees 
employed by state-
wide approved 
providers 
Number of 
interviewees 
employed by locally 
auspiced approved 
providers 
  
7 13   
Number of 
interviewees 
employed in SDOs 
located in community 
with population of 
over 50,000 
Number of 
interviewees 
employed by SDO 
located in community 
with population of 
over 10,000 to 
49,000 
Number of 
interviewees 
employed by SDO 
located in community 
with population of 
less than 10,000 
 
8 7  5  
Number of 
interviewees 
employed by Aged 
care specific NGOs 
Number of 
interviewees 
employed by Health 
services  
Number of 
interviewees 
employed by other 
organisations  
 
8 8 4  
Number of 
interviewees 
employed by 
organisations 
servicing inner 
regional client basexx 
Number of 
interviewees 
employed by 
organisations broadly 
servicing outer 
regional and remote 
client base 
  
9 11   
 This data amply demonstrates the diversity of rural voices in the final sample.  
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7.3 Overall perceptions of the program by service providers: 
Making a flawed program work. 
 
This section of the thesis explores the way in which those delivering the program 
perceive and understand the way it operates.  
 
7.3.1 Perceptions of the positive elements of the program 
 
Despite many concerns discussed later in this chapter regarding the delivery of the 
program, all workers interviewed were able to identify merit to some elements of the 
CACPs program. The intrinsic assumed value of providing individuals with resources 
to enable them to stay in their homes, frames the workers’ appreciation of the value 
of CACPs. Services that provide community care are perceived to have an intrinsic 
merit, as providing individuals with the opportunity to remain at home has a self-
evident value. This in turn is linked to the idea of choice, and people having control 
over their own lives through provision of community aged care. Not only is the desire 
to stay in their own homes seen as the most desirable outcome for service users, but 
it is perceived as providing them with greater control over their own lives. 
Interviewees linked the advantages of CACPs with the advantages of community 
care more broadly, and CACPs were seen as having a contribution to make in 
ensuring that individuals have more choice and control over their lives.  
 
“It really does buy people extra time at home, living a life that they want to live.” 
 
“The advantages are the ability to remain at home and live independently for as long 
as they wish basically.” 
 
“They enable people to have choices.” 
 
“ It gives the people the option of remaining at home if they choose to do that.” 
 
However there were two very strong and often mentioned themes regarding the most 
useful aspects of the CACPs program – flexibility of use of brokerage funds and the 
value of case management.  
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Flexibility in the use of programmatic funds is frequently mentioned in the data, 
although many interviewees qualified this with identified concerns about the 
purchasing power of the brokerage element of CACPs (see later discussion). The 
flexibility available in the use of these funds is highly valued. Flexibility is also linked 
to the capacity to tailor packages to fit individual needs. 
 
“The funding is quite, it’s not generous in the amount of funding, but the parameters 
around how that’s to be disbursed and used is quite broad.” 
 
 “It encourages workers to think along the lines of making the services fit the person 
rather than the other way round.”  
 
“Well obviously flexibility of them, in that we would bring in the community’s 
resources and funding to the person’s situation….it does allow us to bring services to 
people, and tailor interventions towards their particular circumstances.” 
 
Case management is also understood as a highly valued element of the program, 
although the emphasis placed on different elements of case management varies 
between different interviewees. Key elements identified as important parts of the 
process include: that case management provides a single point of contact; offers 
coordination and linkage; focuses holistically on the individual; involves creative 
resource location and development; plays an advocacy role for service users; has an 
administrative function and offers service users supportive relationships. 
 
“I guess the biggest advantage and probably the most underestimated one is the 
case management side of the program.” 
 
 “Case management provides that point of contact for the recipient of the package 
and it also provides that link between the person in their home, and what’s out there 
that could help them.” 
 
“I think the strength is case management, definitely case management.” 
 
“most importantly the case management which you don’t get through HACC” 
 
Whilst many elements of the case management process are mentioned within the 
data, the most common theme regarding the perceived usefulness of the case 
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management process was related to attributes of the CACPs case manager. The 
capacity for case managers to think laterally and be resourceful was highly valued. 
These attributes were frequently mentioned, and linked to both the flexibility in the 
program, and to the need to ‘make the program work’ for service users. Diversity in 
the operation of case management is not seen as a negative, rather as reflecting a 
focus on what needs to be done in any individual situation. 
 
“The brokerage is inadequate in a lot of extents, but the case manager that comes 
along with the brokerage is exceptional.” 
 
“Case management is kind of different from client to client and service to service.”  
  
Whilst some workers value the combination of case management and brokerage, 
many also felt that the brokerage side of the program has been so eroded that its 
purchasing power was now limited, making case management the most useful 
element of the program.  
 
“I think case management is the most important part of CACPs, otherwise I see no 
point for it really,”  
 
 “The benefits are really, are more about that it’s a case management model rather 
than CACPs itself, its really case management.” 
 
“The general principles have shifted a little bit, from, it’s becoming less of a 
brokerage model than it was. And I think that’s a good thing.” 
 
Although workers are able to identify positives in the CACPs model of care, many of 
their comments are qualified by a concern about issues in service delivery, identifying 
areas where the program could be more effective. Most see their role in terms of 
taking what is available and making the best of it given these flaws. This is explored 
in the next section of the chapter. 
 
7.3.2 Making a flawed program work in the interests of service users 
 
Interviewees also perceive that many of the benefits of the program occur due to the 
efforts of case management staff, who are understood to be flexible, creative, and 
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able to make the best use of limited resources. At the same time, and often in the 
same sentence, they qualify their responses with an expression of frustration 
regarding the limited nature of the program and the flaws in its implementation. The 
success of the program is seen as being dependent on workers and agencies 
‘making it work’ in the interests of service users. It is common within the data for 
workers to describe this process using language and metaphors such as ‘juggling’ or 
‘balancing acts.’ Workers also express pride in the quality of their service delivery, 
accepting the reality of existing service provision policy and models, and doing the 
best they can with it.  
 
“I think that we deliver a very good quality of service” 
 
“We do good practice” 
 
Yet…. 
 
“There’s all of these issues that seem to surface weekly, there’s new issues and long 
and significant ones..” 
 
“The brokerage side of it is basically falling apart.” 
 
“They are not worth anything much anymore.” 
 
“Look I think case managers do a fantastic job of getting the best bang for the buck. 
They are so resourceful. Ah, but you know, everything has a limit.” 
 
The workers see themselves as making the program work through a combination of 
effective use of resources and their capacity to develop creative solutions. This is 
sometimes expressed as related to being a rural practitioner, where workers and 
agencies are prepared to be (and used to having to be) flexible and creative.  
 
This creativity takes various forms, from use of existing resources in more creative 
ways, to sharing responsibilities flexibly between agencies and services, to mobilising 
existing local supports and networks.  
 
“I think we get creative and we can eventually get there but sometimes it takes a bit 
longer and um, we have got to think again outside the square of what might be” 
 187
 
“the service providers go that extra step, while district nurses would go the extra step 
to make sure things happened and do some extra pop-ins.” 
 
“that then helps move whatever is lacking in sort of funds, sometimes they can sort of 
help them stay quite well because there is all these other supports over there that we 
can tap into, but that’s up to us to be good to get that organised” 
 
“we have got to, at times be creative about you know, I mean it’s juggling really.” 
 
This flexibility is also reflected more broadly within the organisation overseeing the 
program. Managers ‘juggle’ case loads to ensure that they have a mix of high needs 
and low needs service users, to stretch existing funding to meet the needs of 
individuals already on the program. Agencies and workers who had access to 
Linkages (part of the HACC program) packages also felt this added to their capacity 
to manage a complex variety of client groups.  
 
 “For me personally, because we have Linkages packages we are very fortunate that 
we can transition people across and often we will.” 
 
“We move people backwards and forwards from Linkages” 
 
”I think that’s probably why we’re very lucky in that we have the Linkages. The 
maintenance of effort attached to Linkages is very valuable to a lot of people.” 
 
All workers identify a sense of commitment to their clients and feel that their work is 
valued by recipients and carers, even though service users often come onto the 
service knowing little about case management. The commitment and resourcefulness 
of case managers to make the service work in the interests of service recipients, to 
‘go the extra mile’ is a strong theme within the data. Workers are proud of the quality 
of their service. 
 
The interviewees generally frame their responses about service delivery choices in 
terms of their perceptions of the preferences of service users. They see themselves 
as trying to do the best for CACPs recipients, meeting their needs and giving them 
choices wherever possible. They consider the wishes of recipients as guiding their 
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decision making. Decisions or actions, service gaps or problems are nearly always 
explored and constructed in terms of the perceived potential impact on service users.  
 
“They’ve got one case manager who does from (local township) to the (other state) 
border, and that can’t be good for clients.” 
 
“All our focus should be on client focus, and getting the best outcome for clients.” 
 
“At the end of the day you become a bit of a mother hen to our clients, not that you 
mother them, but you are protective of them and you want the best outcome for 
them.” 
 
Despite pride in their work, and willingness to ‘go the extra mile’ for the service users 
of CACPs , workers also identify many issues of concern in CACPs service delivery 
which are discussed in greater detail in the later sections of the chapter 
 
7.3.3 Acceptance of the service delivery model 
  
In this thesis CACPs model of service delivery is described as ‘offering service 
brokerage and case management to recipients assessed as needing low level care, 
largely delivered by not-for-profit organisations, but fully funded and administered by 
the Commonwealth government, and underpinned by models of new public 
governance’. This overall approach is broadly accepted by those interviewed within 
the data, and rarely questioned by the interviewees. 
 
Key underpinning assumptions and values, such as the inherent value of competition 
and choice are frequently verbally supported by workers within the data. However, 
when this impacts on their agencies or on clients they do identify flaws in the 
application of the competitive process. Similarly workers accept the value of client 
choice, even though they query how this actually operates in practice. 
 
“…they provide us with competition which we need. But we don’t need any more 
though.” 
 
“It’s good to have competition but sometimes it’s really ridiculous.” 
 
“It offers the consumer some choice.” 
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“I think it is important that there is more than one provider in a region, because clients 
should have choice. Mind you having said that, I don’t know that they know what they 
are choosing to be perfectly honest.” 
 
“We believe in client choice…” 
 
“We are one of three service providers of CACPs packages in this region and I see 
that as a positive because it gives people choices.”  
 
The delivery of model of CACPs which involves a direct relationship between the 
Commonwealth and the approved providers, bypassing the states is rarely 
questioned within the data, although the impact of this process, such as problems of 
cost shifting and poor coordination, are often raised. Many services also operate as 
part of the residential aged care network which has traditionally negotiated with the 
Commonwealth about residential places, and had little involvement from the state 
governments. 
 
The interviewees do not see the state government as having a role in the delivery or 
coordination of community aged care services generally or CACPs in particular. Yet 
many identify a sense of ‘distance’ between Commonwealth bureaucrats and 
community care service providers in rural areas, where there is no Commonwealth 
infrastructure. A few services have a positive relationship with state governments, 
and work with them on other programs; however an equal number see the state 
government as overly intrusive and bureaucratic.  
 
The general lack of consideration about any possible role for the state government is 
also reflected in what is not said in the interviews. Interviewees considered the role of 
the state government only when the researcher brought it up as part of a semi- 
structured interview, but never mentioned the state government otherwise. CACPs 
are seen as a Commonwealth program, and as having nothing to do with the state 
government. 
 
Service providers also do not perceive any major differences between using for- 
profit providers and not-for-profit providers. Their focus is on meeting the recipients’ 
needs in the best way, ensuring quality service provision and using their limited 
resources efficiently. A small number of interviewees raise concerns about quality of 
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service delivery of for profit providers, in the areas of occupational heath and safety 
and training. However many interviewees also spoke very positively about for-profit 
providers and their flexible service delivery response to case managers’ needs.  
 
There is also significant criticism of local government run home care services as 
being too profit focussed. Workers are happy to use for-profit services, but overall 
see not-for-profit home care services as becoming so much like businesses, that 
there is little difference.  
 
“We are actually providing local government with a fund or revenue raising arm if you 
like,” 
 
“Okay well the not for profit people are like local government and are hanging onto 
their dollars very preciously and I have come from local government and I know that 
they really hang onto their dollars and they also make it impossible for us to purchase 
services from them.” 
 
“I organise a lot of my care workers through (for-profit agency) and they just match 
people so well to the clients, they are stars.” 
 
The wishes and needs of service users are considered to be the most critical element 
in determining which direct care services will be brokered. Most service users wish to 
continue with the same home care worker or other direct care workers that fit in with 
their individual needs, and this is the most important factor in determining which 
service agencies will use. 
 
“its more about the quality of the service they provide and the availability of the 
service.” 
 
“You sort of have to go for whoever’s there, so we don’t really worry about whether 
they come from a private agency or from a HACC agency as long as we get the client 
the right service.” 
 
“You know there is a bit of a trend where the local government is becoming more and 
more expensive and the private providers seem to be able to keep their costs down a 
bit more.” 
. 
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“I would find greater flexibility from the private providers, they seem to be able to 
offer us more in terms of out of hours and weekend service.” 
 
7.3.4 Feelings of powerlessness 
 
Despite the value they place on their own work, many workers also identify feelings 
of being poorly understood, and of having little power within the aged care services 
sector. Many respondents expressed feelings that CACPs are not well understood, 
and that community aged care is the ‘poor relation’ within the sector more broadly, 
reflecting views expressed in the literature review.  
 
This is expressed in several ways within the data. Many feel that workers in other 
areas of the aged care sector overall do not understand CACPs, the pressures that 
case managers face, or that the program actually has quite limited resources. 
Workers also feel that community care itself is the ‘poor country cousin’ to residential 
care. They suggest that despite being the stated priority of government, community 
aged care still does not get either the resources or attention that is required.  
 
“You know, there is often a lot more than just that hour’s assessment and I think 
there is a lack of understanding too around case management.”  
 
“..a lot of them don’t even understand what a CACPs package is” 
  
“However there is really very little spoken about community support services, it’s 
almost like the poor country cousin. It really is, it’s an appendix, it’s tagged on the 
end and yet there is a disproportionate emphasis on maintaining them in the 
community for longer.” 
 
“I was just going to say it comes back to the old ignorance thing, they really just don’t 
know what we do.” 
 
“In terms of a vision for the community, if people staying in their homes for longer is 
the way the Government wants things to go, if that’s the vision of where are we all 
going, we need to go there together and we’re not.” 
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In summary 
The research findings indicate an acceptance of the overall programmatic design, 
despite identification of many concerns regarding the consequences of policy and 
programmatic choices that limit the effectiveness of workers to deliver the best 
possible outcomes to service users. The data indicate that workers are more 
concerned in making the program work, in the interests of service users, and this 
frames their understanding of the program and the nature of their work. Whilst 
workers are able to identify positives in the service delivery of the CACPs program, 
and have pride in their work, these comments are frequently (and often immediately) 
qualified by an awareness of the flaws in the program that limit its effectiveness. 
 
Despite these consistent views about flaws within the program, and of the need for 
improvements in service delivery, the fundamental model of service delivery is rarely 
challenged. Issues are identified and evaluated in terms of their impact on services 
for recipients. The basic model of service delivery, underpinned by ideas of new 
public governance, and historical traditions of service delivery also frames workers’ 
understanding of models of service delivery, and is rarely questioned, even when 
concerns are raised 
 
Workers perceive value in delivering CACPs. Community care services are perceived 
as having intrinsic merit as a desirable outcome for service users. Highly valued 
elements of the program include flexible brokerage arrangements and case 
management, even if the capacity of the program to deliver services is often queried, 
and qualified.  
 
Workers identify the program as being significantly flawed, and see themselves as 
making the program work by meeting the needs of service users within this flawed 
structure. They also share the views identified in the literature review regarding the 
undervalued nature of community care.  
 
7.4 Limitations and consequences 
 
The rest of this chapter will explore the concerns raised by workers delivering the 
program. These are issues that are perceived to limit the effectiveness of the 
program, and result in poor use of resources. 
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7.4.1 Issues of financial adequacy and cost shifting 
 
A consistent finding from all the interviews with workers is their belief that the level of 
funding provided for CACPs is inadequate to meet the needs of those referred to the 
program, and that this significantly disadvantages service users. 
 
Whilst this issue has a rural dimension discussed in the next chapter, a significant 
frustration for those delivering CACPs relates to issues of cost shifting within the 
sector. Ironically, the result of this process is that many who many need the program, 
are actively better off by not using it. Most service providers note that some potential 
recipients, who would benefit from the case management service, are better off not 
coming onto the CACPs program as they lose access to other subsidised services. 
 
Whilst this issue of CACPs recipients being unable to access other subsidised 
programs is consistently raised within the interviews, many workers also feel that the 
problem relates to service users with higher needs being referred to the program 
over time. CACPs were set up to target clients at a certain level of disability, and their 
funding is linked to low level hostel care. Workers argue that the amount of funding 
provided for CACPs is lower than that provided to support someone with an 
equivalent level of disability in a hostel place. This is seen to be unfair by many 
workers. 
 
Workers also feel that recipients’ needs are significantly higher than this identified 
‘low needs’ target group for the CACPs program. Most recipients’ needs also 
increase over time as they age, and these people stay on packages needing more 
services. However the CACPs program has a fixed rate of subsidy that does not 
allow for these changes in need. The program has been developed as a ‘one-size-
fits-all’ approach.’ 
 
“just natural effects of someone who has been on a Community Aged Care Package 
for five years, or three to five years, well we are getting a higher concentration of 
people who have been on for a long period so obviously their needs progress as they 
age.” 
 
“We, CACPs, you know, we can’t just kick somebody off the program because their 
needs are too high.” 
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“It’s almost like a bracket creep.” 
 
Another commonly expressed concern is that individuals are being assessed as 
appropriate for a CACPs package when in fact their needs are already too high given 
the limited purchasing power of CACPs. Many service providers feel that clients with 
higher needs are being referred to the program. The reasons given for these 
inappropriate referrals include a lack of alternative options, community care being 
used to ‘park’ clients who needed to be discharged, and a changing perception of 
who is appropriate for CACPs on the part of some aged care assessment workers.  
 
Service providers also express frustration that some of these new service users are 
only on the service for short periods of time, and cannot really benefit from the 
program. At the same time others who could have really benefited from CACPs are 
not being referred. Workers, who had been in the industry for some time identify this 
change as occurring over time and consider that the client group referred to CACPs 
has changed since the introduction of the program. 
 
“I feel that something, yeah but that opportunity is now lost because the people that 
are being referred in this area particularly are too high level when we get them, far 
too high level, and you keep them on for 6 months and you are really managing 
them, it’s really a transition management until they go somewhere else, which is a 
real shame.” 
 
“One of the things that is occurring is now we are getting higher and higher need 
consumers. Um, they are entering the service system later for some reason.” 
 
“…we are getting people towards the end of their, we are getting people coming onto 
that sort of higher scale, so they are not staying on the program, they sort of like, 
they sort of are coming on straight from when we get them, we are almost planning 
for them to go into care.” 
 
“ It seems that a lot of people are being referred at a later stage now, 
they’re almost beyond the CACPs by the time we get to them.” 
 
This also is seen as limiting the ability of agencies to work with people who could  
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benefit from the program, and who should be the target group for the program. 
 
“It upsets me when I take on a new client and find that they are almost on their last 
legs, and they are almost ready to go into high level, you know, and its awful to think 
that they have been managing, or not managing, for all that time, when one of us 
could have gone in and helped.” 
 
“I think the types of referrals that we are getting don’t suit what CACPs are set up for. 
In the past there seemed to be more scope to do preventative work where you could 
actually put in care plans that were preventative in focus and really geared towards 
mid and long term community care but often now it’s really, sometimes crisis 
management, but it’s really with a view to preparing people for residential care, that 
there is not much opportunity to deliver what the intent of the program was, which is 
people who had a fair prospect of being able to stay in their home, in the community.” 
 
Although the number of better funded EACH packages have increased over time 
(see Chapter 6), service providers report that these packages are in high demand 
and that there is a ‘bottle neck’ when referrals are made. However the service 
recipients who have been referred for EACH packages must still be provided with 
care, even if the costs of delivering services are high. 
 
“its very different for the EACH, it’s very different for the high level, there’s a huge 
waiting list, its very problematic.” 
 
“We carry additional clients because we can’t stand to see people waiting for as long 
as long as they are.  We have over 20 clients on our each waiting list (for EACH 
packages).” 
 
Most service providers manage these issues by balancing the needs of different 
clients. For example, if they have several service users who have been on the 
program for some time, the next referral they take will be one requiring less services, 
again illustrating how service providers ‘make’ the program work. This is frustrating 
for some service providers, whilst others are able to ‘juggle’ alternative buckets of 
money to deal with these needs. This in turn relates to issues of service viability, and 
the ability of agencies to manage a budget if all service users are ‘high needs’. 
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“We are balancing and juggling at the moment to make that work so that we are 
carrying people who have been on the program for three or four years, the funding 
for service delivery they are receiving exceeds the funding that we are getting for that 
person but in other areas we are not using that funding, so its robbing Peter to pay 
Paul.” 
 
”We tend to be a provider that will carry people high. I’m of the philosophy that we 
have a few low, we have a few high, so it evens out in the middle..”  
 
“but I think that we’ve always taken on the higher end of the client……… you know 
I’ve had to say, oh, can you pick this one up because of the, um, global budget.” 
 
This issue also relates to definitions of case management and what are acceptable 
standards of case management. There are differing expectations of what is needed 
(and can be afforded) to carry out the case management role.  
 
“So I will have clients who will have very little, they may only have phone care 
assistance in actual service, right?. That’s not talking about what happens in the case 
management role, but the service may only be phone care.”  
 
“At times there are other providers who don’t deliver a good quality service and when  
I talk about that I mean in case management and I’m really judging a service  
around the level of case management that they provide.” 
 
“so then if the home care services are constantly phoning a case manager  
and they say they’re on leave and no one gets back to them, or this is  
their day off, this is their day off you sort it out….. and the locum is not in, or they just 
don’t get back to them at all, when yes, that’s sort of well, you know, it becomes the  
local providers who do the work that the case management service should be doing.” 
 
However the main reason identified by workers for the erosion of the value of CACPs 
relates to the loss of subsidies that CACPs recipients may need, and the program 
being charged full cost recovery for services. Service providers consider that the 
value of funding for CACPs, never very high, has been eroded over time due to the 
inability of CACPs recipients to receive other Commonwealth, state or local 
subsidised benefits and being charged ‘full cost recovery’ for these services if they 
are on packages. 
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Commonwealth policy guidelines (1999) indicate that service recipients should not be 
eligible for other Commonwealth subsidised services, such as HACC services if 
recipients have a Community Aged Care Package (see Chapter 6). The stated 
reason for this is to prevent ‘double dipping’, or accessing two Commonwealth 
subsidised services. Initially service providers felt that some local government HACC 
providers were still providing ‘maintenance of effort’, and continuing to subsidize 
HACC services for CACP users. However, this has changed over time, and by the 
second round of interviews, no service provider mentioned ‘maintenance of effort’ as 
occurring.  
 
Over time other service providers, unable to claim subsidies from the Commonwealth 
and unwilling to provide those subsidies themselves have also charged ‘full cost 
recovery’ for services and equipment. Many of these services are funded or operated 
by local or state governments. The provision of aids and equipment, the use of day 
programs which provide social activities and respite (planned activity groups or 
PAGS), and provision of subsidised meals, are often mentioned as creating problems 
and disadvantaging CACPs recipients who have a limited amount of funds. 
 
“One of the main changes that have occurred is the fact that we are just able to 
utilise less and less services without paying full cost recovery which we can’t afford.” 
 
“I’m talking about planned activity groups; access to planned activity groups is so 
difficult if you’re charging full cost recovery, um some places charge as much as $70 
for someone and that’s almost half a package for some, in fact it’s much more than 
half.” 
 
“..frames, rails, continence aids, oxygen, things like that that are not recognised. 
Even delivered meals aren’t recognised. We feed back to the department on our 
services that are provided to the client, but there is no provision in there for delivered 
meals. Which in some shires, it can be $18 dollars a meal.” 
 
Whilst some service providers see this issue as being about poor coordination of 
services or political games between the different levels of government regarding 
paying for services, many feel that the problem relates to a lack of understanding or 
even greed on the part of the state or local governments. They do not identify this as 
a Commonwealth issue, despite the policy statement in the guidelines. Many workers 
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feel that local government should have a more community focus, and are critical of 
their business like approach to full cost recovery issues; local government is seen as 
simply another profit motivated provider. 
 
 “I just think it really smells, it’s propped up by, they’re funded by HACC, they have 
other funding, they’ve got rate payers you know” 
 
“We are actually providing local governments with a fund or revenue raising arm if 
you like.” 
 
‘it’s being eroded by the cost of services and the increasing perspective from other 
service areas like respite and other programs, narrowing their focus and basically 
withdrawing services and making people from CACPs ineligible for things like aids 
and equipment.” 
 
This process of ‘cost shifting’ has resulted in some individuals being advised not to 
take up CACPs as they may lose access to a significant range of subsidised 
services. Many of these individuals may have benefited, in particular from case 
management, by coming onto the program. Workers feel that not only are existing 
clients disadvantaged by this process but also that many who could use the service, 
might be disadvantaged by coming onto the program. 
 
 “We had someone in one of the Shires who because of her social activities that she 
was doing that were all subsidised programs, we could not have afforded to pick her 
up and she would have lost access to some of those” 
 
“We have probably suggested to about five offhand, oh, five different families that 
they would be disadvantaged by coming onto a CACPs package” 
 
 “So clients who really need case management will miss out on this just to get 
services” 
 
“ so I had to actually decline to take on a client 2 weeks ago for that reason, because 
she was attending twice a week and that blew my budget out by, I think, the cost was 
$400 and something dollars a week, and a lot of that, our clients are low income, they 
are on the aged pension only, some of them are in public housing, so they’re paying 
rent, and they don’t have the financial wherewithal…” 
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Some also indicate that they have to work hard to convince potential recipients of the 
value of the program, possibly for this reason. 
 
“It’s hard to sell the concept of case management because people don’t see what 
they are getting in the value of having a package.” 
 
“the packages are set at such a low level budget really it can be difficult to sort of try 
to convince people that the three hours of help that we are able to cover would be in 
their interests you know, when you say that the package includes case management 
that’s pretty meaningless.” 
 
“I am not complaining that we need to market because I think that it’s healthy to go 
out there and market.” 
 
Whilst the issue of financial affordability of CACPs is complex, the overall finding is 
that many service recipients who need the service, are eligible and want to use it can 
be disadvantaged if they use it. This suggests either confusion about the target group 
for the service, or an unanticipated consequence of program choices that has not 
been addressed over time. It is certainly a major limitation of the program, and a 
frustration for workers. It also reflects long standing historical debates about which 
level of government is responsible, and should pay, for what service discussed in 
Chapter 2. A small number of service providers identify political agendas as a 
possible cause for this problem. 
 
“I would suggest that it may be a situation that could be resolved if the 
Commonwealth and State Governments talked to each other and yeah, and didn’t 
get lost in up……. exercises that cost clients comfort……most of it is cost shifting 
exercises.” 
 
7.4.2 Competition and Choice 
 
Although there is general support for having more than one provider of CACPs in a 
region to facilitate competition and choice, providers generally express the view that 
the current model of allocating and delivering services is inconsistent and inefficient. 
Providers feel that the current system is not ‘viable’. They define viability in two ways 
- agency viability, related to the number of packages a service manages, and 
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systemic viability, related to the inefficiency of the allocating packages to multiple 
providers in rural communities. Whilst some service providers are concerned about 
the increasing number of Melbourne base state-wide providers being allocated 
packages in rural regions over locally based agencies, this is not a generally 
expressed concern. There is a general consensus that all agencies work well 
together and have developed their own methods of communication and support in 
the interest of service recipients.  
 
The main criticism of this process relates to the increasing number of providers in 
particular regions, although there was some variation within regions. As the number 
of different providers increase within a region, so does the level of worker concerns. 
Service providers in several regions comment that it is inefficient to allocate 
packages to so many different agencies within one region – often eight or more 
providers and new services are being allocated packages in new funding rounds. 
They query whether the resources required in managing these packages could not 
be put to better use, and argue that this process is very confusing for service users. 
 
 “ It’s good to have competition but sometimes it’s really ridiculous when you’ve got, I 
think we’ve got at last count about 11 providers in this region and some of them have 
got as many as 10 packages, some 15 some are 25 and 30 …..” 
 
“and we do, and they provide us with competition which we need. But we don’t think 
that we need any more though.” 
 
“We were the first ones and we had a monopoly on that for years and I’m not saying 
that that’s a good thing either……. But eight is just ridiculous”  
 
The model for allocation of packages by the Commonwealth is seen as inconsistent, 
unpredictable and lacking transparency. This sense of working with an 
incomprehensible allocations process in deciding who should get packages 
allocations, and the failure of existing agencies to be allocated packages at new 
funding rounds whilst other ‘new’ providers were allocated packages, is a strong 
narrative throughout all the interviews, and a source of frustration for providers.  
 
“I mean the decisions made there just seem to have no, and most people would 
echo, they seem to have no rhyme or reason from year to year.” 
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“The process is mystifying, constantly changing and not open to explanation.” 
 
“The system is not transparent and where’s the accountability?”  
 
“ It’s a nightmare.” 
 
Some workers feel that the Commonwealth has a strong preference for allocating 
packages to large state-wide agencies, rather than smaller local agencies, but then 
will allocate small numbers of packages to small agencies unexpectedly. They 
express uncertainty about what the guidelines actually are for making decisions 
about allocations of packages. Workers also feel that the Commonwealth shows a 
lack of understanding about community needs, and a lack of appreciation that the 
introduction of a number of agencies in rural regions could be different to using 
multiple agencies in metropolitan regions. In addition there are significant differences 
between regions in the numbers of different providers, and again workers cannot 
understand why this should be the case. Different workers have different theories 
about why certain choices are made, and some feel that community based services 
may not have the staff to support and write tenders. 
 
“the Commonwealth government was not looking favourably on small organisations, 
um, for funding, they were looking at state-wide, regional or national organisations.” 
 
“A tender is announced and everyone puts their gloves on and sort of goes into fight 
for whatever they can get.” 
 
”I think it’s very hit and miss personally. I think it’s flavour of the month. I really don’t 
know what they look for in the applications.”  
 
Let’s just give it to an existing organisation, like (other service provider) or ourselves, 
whoever’s got the packages, instead of setting up someone new” 
 
On the whole there was a general acceptance expressed about the introduction of 
new players from state-wide Melbourne based agencies by the existing providers, 
and most providers had good working relationships with each other. However there 
were a significant minority of workers who were concerned about this issue, and felt 
that it represented a loss of local control. 
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“They spread their tentacles across, you know, the region.” 
 
“the rhetoric it says, that’s good that’s the diversity of choice but community, the local 
communities themselves don’t see it that way.” 
  
“We are being encroached by larger providers who don’t have the understanding of 
rural communities” 
 
Providers feel that service recipients and their carers rarely worry about the choice of 
CACPs provider, in fact there was only one example identified of any provider being 
rejected. Workers generally feel that as long as they get their services, recipients do 
not mind who the provider is, and they find the array of choice of provider agencies 
confusing. In reality, the service which has a vacancy soonest will probably be the 
one chosen. There may be some possible exceptions here, for example in the case 
of Indigenous agencies, but they were not the focus of this study. 
 
“What matters to people in the end is that they get their meals on wheels and their 
care and they can stay on living at home and they don’t care who does it.” 
 
“You don’t pick it, it picks you” 
 
“They are meant to be able to delineate between eight of us, for God’s sake, who’s 
got time” 
 
However there are no expressed concerns in the data about having competition 
between multiple providers in the provision of direct care services. This is accepted 
and seen as a positive as it provides options and choices for case managers and 
service users. Decisions about use of services are made on the basis of pragmatic 
considerations (who is available at any time or in any place) and choosing providers 
on the basis of previous experience (who had delivered good quality service before).  
 
However whilst many service providers choose the provider according to past 
experience of good service or the best deal for clients financially, there was a general 
perception that the most important factor is continuity of care for the service recipient 
and that this is a major reason why a service will be chosen. In some instances, a 
need for more direct care services to provide competition is expressed, as workers 
feel there is limited choice in rural areas and CACPs providers are forced to rely on 
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local government. Providers feel that it is at the level of actual service provision 
where recipients of packages want some choice, rather than choice of package 
provider or case manager. This choice is generally about keeping their existing home 
care worker, or existing service arrangements. 
 
“Ah we don’t care, it makes no difference to us, it’s all full cost recovery, and it’s more 
about the quality of the service that they provide and the availability of the service.” 
 
“..how that’s determined is generally by a couple of factors, one, the first one, is client 
choice, is what their choice is and often that is supporting the existing relationships, 
cost is obviously another issue, but it is not the driving factor.” 
 
“No single factor is, determines that decision I suppose, other than, client choice 
would usually override anything else.” 
 
7.4.3 Coordination of community care services 
 
Concerns are expressed by service providers regarding problems in the overall 
coordination of community care services, along a number of dimensions. These 
represent coordination between agencies, between programs and between levels of 
government. There are some dominant common themes, but also many ‘sub-
themes’, which are still relevant to the overall research questions. Key elements of 
concern relate to the sheer number of different services, with different providers, 
funding regimes and eligibility requirements. However there are also specific 
concerns about the introduction of new programs without a clear understanding of 
the impact they may have on other existing programs. Overall the data indicate that 
service providers perceive the system as confusing and messy. As with much of the 
other data this concern is generally related to the impact that it may have on service 
recipients, and particularly their carers who often have to navigate the system.  
 
“Its just such a patchwork mish mash at the moment.” 
 
“It is just a labyrinth.” 
 
“The carer is expected to understand all of these in anomalies, which is nonsense. It 
makes me angry actually.” 
 204
 
“I think they are very confused and it’s, look it’s hard enough for us to work out let 
alone them.” 
 
Whilst there is general agreement regarding the need for better coordination, and 
that this issue affects client welfare, there is no consensus about a model for doing 
this. Some providers consider that the state government could possibly do it, whilst 
others feel that the federal government could do more in this coordination role. There 
is frustration with the nature of the ‘cost shifting’ exercises, and the introduction of 
new services which compete or do not complement other services, again leading to 
poor use of resources. There is some awareness that political agendas are impacting 
on policy development and service delivery, which is often frustrating for workers with 
their focus on service user outcomes. 
 
A specific example provided here was the development of the Veteran’s Home Care 
service which is seen as duplicative. This program is seen as having been developed 
with little thought about its impact on other services, or if other services could have 
been used effectively for the target group. Veteran’s Home Care is often raised within 
the data as an example of thoughtless planning and poor use of resources.  
 
“I don’t know the where and the reasons why the Departments, for some reason the 
Commonwealth Department decided that they would fracture all these services.” 
 
“I would suggest that it may be a situation that could be resolved if the 
Commonwealth and State Governments talked to each other and yeah, and didn’t 
get lost in up  exercises that cost clients comfort……most of it is cost shifting 
exercises.” 
 
“I think DVA (Department of Veterans’ Affairs) was politically motivated, that’s my 
understanding of it anyway. Basically just went in boots and all and never really 
thought about existing services or try to fit in with existing services or try to run 
parallel to HACC and try to roll CACPs in without providing the resources.” 
 
Generally comments are positive about coordination between CACPs providers on 
the ground in different regions. CACPs program providers meet regularly, and with a 
few exceptions, speak positively about each other’s service, and how services work 
together. This is further evidence of their willingness to ‘make it work’ in the interests 
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of service users, even if they have reservations about the increasing number of 
providers. 
 
“We work in very well with other service providers..” 
 
“We often talk in our meetings about, you know, what the ideal would look like.” 
 
“We have regional meetings for CACPs providers, we have them every three months 
in either (local town) and I find that very supportive.” 
 
Coordination of packages programs with other community care services presents a 
more complex picture, with service providers identifying a range of different issues, 
which reflect individual differences in different geographical locations. There are 
however, some common themes in the overall narrative. The first relates to the 
workers’ perception that CACPs programs, and especially their limitations, are not 
well understood by other service providers, who assume packages to be better 
resourced than they actually are. Many of the problems with full cost recovery are 
seen to be linked to this assumption of the adequacy of CACPs funding, and not 
always to government policy. 
 
“I feel there is a lot of ignorance out there, um, with a lot of people it’s just funny 
things spelt CACPs and they don’t really want to know what it’s able to do.” 
 
“They see us as this bottomless bucket I think.” 
 
There is also considerable variation in attitudes towards Aged Care Assessment 
Teams and the management of waiting lists. Although the majority of the comments 
about the Aged Care Assessment Teams are positive, coordination of referrals and 
waiting lists have at times been a concern to providers. Issues include the referral of 
clients whose needs could not be met on packages, and pressure to take individuals 
onto packages for organisational reasons. Perceptions of waiting list problems 
appeared to have been addressed in the period of time between the first and second 
interviews, with workers expressing hopes that recently introduced electronic waiting 
lists would be a significant improvement. Issues of inappropriate referrals are, 
however still mentioned by some providers in the second round of interviews. 
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“I also know that they assess people for services and they really should be high level 
care because their needs are far too great and its like setting us up to fail. We go in 
there, we accept the client, and the wheels fall off because the client’s needs are too 
great.” 
 
“In the draw, they will pull out the one that they want you to take and um, there can 
be a lot of you know, sort of pressuring and a lot of bartering.” 
 
“They wanted somewhere for the person to be managed and be held because there 
was no bed or whatever at the time and so it came back to almost bribery”  
 
7.4.4 The role of the Commonwealth government as funders and 
administrators.  
 
The data indicate that the attitude of service providers to the Commonwealth 
government as funders and administrators is complex, varied and ambivalent. On a 
personal level, workers generally feel that individual Commonwealth staff are 
pleasant and helpful, and that the Commonwealth has well developed administrative 
procedures. However many also expressed a strong sense of ‘distance’ from the 
Commonwealth, a perception that the Commonwealth does not understand or 
appreciate service delivery issues and that service providers have little input into 
decisions and that will affect them. The Commonwealth is often described as 
‘removed’ or ‘distant’ from service provision, and thus unable to fully identify with the 
issues service providers may raise. 
 
“So I feel that they are remote I feel that they don’t truly know what’s going on at the 
coalface.”  
 
“I still don’t think the Commonwealth get what’s going on, on the ground.” 
 
“The Commonwealth, I think for me, if you phone up and want to speak, they are 
always there, they are always more than helpful, but they can’t give the advice that 
you want to give and the protection that you need around some of the really hard 
issues about delivering services to clients.” 
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“You could take the documentation side of it, what you were saying, Commonwealth-
wise it’s all very good and very organised and easy to file the type of thing, it’s really 
set out well. But we don’t have this sort of um, that sort of um, personal touch with it.” 
 
“Whereas the distance with the Commonwealth is much farther from a sort of a, I 
don’t know, a service delivery level, it sort of seems very distanced and removed” 
 
For some this is a frustration, others (a much smaller number) perceive it as giving 
them the freedom and opportunity to run their own programs with little interference.  
 
“There’s two sides to that, that from a service delivery point of view it’s a two-edged 
sword, that I certainly would have appreciated in seeing how that’s had some 
advantages, that it does allow for some really flexible outcomes”. 
 
“I have found we are fairly autonomous. We follow the guidelines, we make sure our 
quality practices are up there……….and I don’t know that I would want that interfered 
with” 
  
In the initial round of interviews many workers expressed a concern that there was 
little Commonwealth monitoring of standards, and that this had taken too long to 
develop. In the second round of interviews, the quality assurance auditing processes 
had finally been established. This is strongly supported by workers, who see it as a 
way to finally demonstrate to the Commonwealth what it is doing, and how well they 
are doing it. Whilst the introduction of quality auditing is approved by all those 
interviewed, many are critical of how long it has taken for the Commonwealth to 
address the issues, and some still feel it does not provide a clear enough oversight of 
the program. 
 
 “We’re accountable for, like the money, that figures, but who’s to say I’m not driving 
here or driving there and sitting under a tree and reading a book?” 
 
“I mean recently know that there’s been the Commonwealth are doing quality reviews 
and we’ve been through ours, but up until then, who monitors what’s going on?” 
 
“and you’ve got the guidelines but really who monitors what’s going on with the 
guidelines?”  
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This feeling of distance and lack of understanding is exacerbated by a sense that 
workers lack any capacity to impact on policy changes, or administrative procedures 
no matter how often workers attend state-wide meetings, to feed back data on 
issues that concern them.  
 
“Whereas now there’s nothing, really, there’s the annual tender process and that is 
what we are going through now, and they do that every year, um……, and that’s it 
and then you have just got your reporting, your monthly reporting” 
 
“With a state-wide meeting for the CACPs providers I was really excited by what 
happened but I was told very quickly that it was not a body for lobbying, just a body 
for networking and information and resource sharing, which I then got a bit agitated 
thinking well there’s all of these issues that seem to surface weekly, there’s new 
issues and long and significant ones and if community based care is the way of the 
future how are we going to not only articulate clearly what the needs are but where 
does it go? Who do we talk to?” 
 
Various workers discussed the role of peak bodies in representing the issues for rural 
CACPs service providers. In the early round of data collection the Victorian 
Association of Health and Extended Care (VAHEC) was mentioned only by two 
workers who were part of large state-wide NGOs, as a knowledgeable and effective 
lobby group. In the second round of interviews awareness of and use of VAHEC had 
increased within organisations that were not part of state-wide NGOs. They were 
aware, for example, that the service had merged, but not sure who with or why 
(VAHEC is now part of Aged and Community Care Victoria). They were seen to be 
knowledgeable, but there was uncertainty about what their role was, or could be in 
addressing the issues of small and/or rural providers. 
 
 “Who do we talk to? Nobody’s interested, we need to make people interested and 
there really is nowhere to go.” 
 
Despite these and other concerns regarding service delivery there are few 
consistent themes within the data about what would be the direction that the 
program should take, or what changes the Commonwealth should make. 
Interviewees identified issues that need changing rather than possible policy or 
programmatic changes that would address issues. Many workers also relate the 
need for change to the need for changes in other programs, or allied health areas. 
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The need to remove the existing link to low level residential care funding, and focus 
more on the needs of service users, was the most common suggestion. Workers 
variously suggested the Commonwealth should develop an intermediate form of 
packages between CACPs and EACH, foster the ability of agencies to address 
needs of service providers without returning individuals for full assessment, or 
provide the services with a subsidy level that reflected hostel funding more 
accurately. There were no suggestions of major changes to the overall structure of 
the program in terms of who should deliver services 
 
“I think that perhaps having two sort of levels of CACPs might be a better way to go  
where you have a low level CACPs and a high level CACPs” 
 
 “with the CACPs, like when they reach their limit, ah, if we could transfer them over 
then we would use some extra funding.” 
 
“There’s certainly a need for more higher level packages or if there was the two types  
of CACPs as I was saying earlier, the high level CACPs definitely.” 
 
“an approach that recognises that people are at different levels and different phases 
and that the funding was brought in line to actually reflect the reality of people’s lives 
and the progression in that, that would create ....... more opportunities for us.” 
 
In summary 
Interviewees identify many issues of concern with the delivery of CACPs that limited 
their effectiveness, had resulted in unplanned consequences and considerable 
frustration for workers. 
 
These include: 
 The limited purchasing power of CACPs;  
 Erosion of the value of CACPs over time; 
 The lack of flexibility in the amount available to meet the needs of service 
users as needs change, or when complex referrals are made;  
 The referral of individuals whose needs cannot be met by CACPs funding; 
 Services requiring full cost recovery for services when an individual is on a 
package; 
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 Service users being often better off not coming onto a package even when 
they may be able to benefit from case management; 
 The lack of transparency and consistency within the allocations process for 
new packages; 
 The high numbers of providers in some regions and the poor planning and 
lack of agency or community consultation; 
 The chaotic community aged care system generally which is poorly 
coordinated and confusing for service users; 
 The sense of distance from the Commonwealth and their lack of 
understanding of issues at the ‘coal face’ and 
 The lack of understanding of the limitations of CACPs by many other 
agencies and stakeholders, including the funding body.  
 
7.5 Chapter discussion: Policy and practice 
 
This thesis draws on an understanding of policy as practice reflecting the view that 
an exploration of practice can provide insight into policy making, political agendas 
and the role of the underlying discourse on policy making, as well as the 
consequences of policy choices. 
 
The data discussed in this chapter illustrate the way in which policy and practice are 
linked, and the way in which exploring practice can inform an understanding of policy, 
in this case service delivery policy in the community aged care sector. It explores 
how workers understand the program with its benefits and flaws, what policy choices 
have meant for workers at the ‘coal face’, and how they have adapted and addressed 
the issues in services delivery they are faced with. 
 
This section of the chapter will explore the way in which the data illustrate this policy 
and practice linkage in four ways: 
  
1. It demonstrates the way in which practitioners understand their work in terms 
of variety of sometimes competing reframes of understanding, including the 
role of dominant discourses. 
2. It illuminates elements of service delivery policy that are unstated or 
assumed, but delivered in practice. 
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3. It illustrates the consequences of policy and programmatic choices on the 
achievement of policy goals. 
4. It demonstrates the way in which policy is delivered and adapted in the 
domain of practice – workers adapt and reconstruct the process to ‘make it 
work.’ 
 
These links will all be discussed in detail below. 
 
1. It demonstrates the way practitioners understand their work in terms of 
competing reframes of understanding, including the role of dominant 
discourse. 
 
As discussed elsewhere in the thesis, Rein and Schon (1994) argue that the 
meaning that individuals assign to policy and practice are constructed in terms of 
‘frames ‘ which structure their thoughts and reflect interests, experiences and values, 
to make sense of the complex situations of policy and practice. In order to 
understand these frames it is necessary to consider both rhetoric and action, as 
different frames may compete at the level of policy practice. These frames define the 
way in which an individual works out what is going on in the policy making and 
service delivery process, and what should happen to achieve desired outcomes. 
 
The workers interviewed here frame and reframe their understanding of the CACPs 
program in terms of their experience of workplace practice and in terms of their 
personal and professional needs and values. The needs of service users, and the 
best way to make the program work in the interests of service users, frame much of 
the way in which workers perceive and understand the program, and the concerns 
they have about it. Workers have pride in their work, and obviously will have 
personal agendas regarding the survival of their programs and employment. Despite 
this and their ability to see merit in the program they see the program as being 
seriously flawed in its ability to meet the needs of service users, and ensure effective 
use of resources.  
 
Ideas of professional service delivery also frame the way in which workers perceive 
issues. They have standards and values inherent from their training and these often 
provide the frame with which they view issues, and evaluate the adequacy of, or 
problems in, service delivery. Many speak of the need for holistic assessment, or 
express concern regarding professional standards and quality assurance. 
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Other frames also impact the way workers construct issues within the program, such 
as institutional frames in terms of their desire for organisational survival,  represented 
for example by their concern about the packages allocation issue. However despite 
major concerns about implementation of the program, fundamental elements of its 
design such as the intrinsic role and value of competition, the natural alliance 
between the Commonwealth and the NGOs, and the lack of a role for state or local 
governments in the delivery coordination and planning process, and of the intrinsic 
value of community care programs, frame their understanding of the way in which 
services should be delivered overall. 
 
This is not an uncritical acceptance of the program, rather it demonstrates the role of 
a dominant discourse of service delivery, and the way in which these workers both 
accept and promote this discourse of service delivery.  
 
2. It illuminates key features of the service delivery policy that are unstated or 
assumed but impact on practice. 
 
Issues which impact on service delivery have not been clearly articulated within the 
policy and programmatic documentation developed for CACPs. There is little 
documentation on the rationale for developing a complex quasi market place in 
delivery of care, other than a brief reference on the need for service providers to 
have choice of providers (see Chapter 6). Yet this policy choice is perceived by 
workers to have a significant impact on both service delivery quality and, in particular, 
on the best use of resources. 
 
The impact of models of new public governance, discussed in Chapter 6, is also 
reflected in the issues raised by workers, which illustrate many of the problems which 
exist when market models are invented or imposed by government, and which are 
discussed in Chapter 3 in the literature review.  
 
This managed market process varies significantly between aged care planning 
regions (see Chapters 6 and 8). The outcome of this process has been an 
inconsistent and confusing allocation of multiple providers within regions, which is 
seen by workers as lacking transparency, to be duplicative and involve a poor use of 
resources.  
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Workers also feel that whilst many service users would wish for greater ‘choice’ in 
terms of who actually delivers their day-to-day services and the manner in which 
those services are delivered, choice of a CACPs provider means little to them. A 
great deal of effort and resources have gone into ensuring a form of choice that is 
hardly noticed, let alone desired, by service users.  
 
The assumptions which underlie CACPs policy and practice service delivery reflect 
the power of the discourse and ideas of new governance. Other models are not even 
considered as options, it has become ‘truth’, and an inbuilt set of assumptions about 
service delivery, shown more by what is done, rather than what is stated. 
 
3. It illustrates the consequences of policy and programmatic choices on the 
achievement of policy goals 
 
In Chapter 6 it was argued that CACPs have been constructed in terms of historical 
traditions, political agendas and the underlying discourse of new public governance. 
In this chapter the consequences of these policy and programmatic choices, what 
they have meant for workers on the ground, have been revealed.  
 
Historical traditions of service delivery which framed the initial development and rapid 
expansion of CACPs have linked the program to models and funding regimes of 
residential care, rather than to decisions made regarding who should be, or indeed 
are, the key recipients of CACPs, and to their needs. These data reveal that many 
CACPs service recipients cannot be considered to have low ‘hostel’ level of care 
needs at all. This issue is also reflected in the strong sense by workers that 
community care is still the ‘poor relation’ in aged care, compared to residential care.  
 
Political agendas also appear to have impacted on many of these issues. The 
program has grown rapidly before the consequences of some key issues have been 
explored, impacting on agencies and service users. Moves to rapidly increase 
community care places at (in the case of CACPs at least) relatively low cost in the 
community sector, have impacted on issues of poor planning, lack of coordination, 
and resulted in the program not being accessed by many who need case 
management. The complexity of federal-state relations about who should fund what 
services in aged care, and a consequent desire to ensure that the Commonwealth 
does not subsidise individuals in more than one service, has resulted in the full cost 
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recovery issue, which has a significant impact on the quality and extent of service 
delivery.  
 
The issues identified by workers suggest a program where implementation issues 
were not well thought  through, and where policy and programmatic standards have 
played ‘catch up’ as the program continued to be implemented over time. They also 
identify significant consequences of policy and service delivery choices regarding 
levels of resourcing, a lack of consultation, a lack of transparency in decision 
making, and poor coordination. Most critically this has resulted in a service where 
some may be disadvantaged if they utilise one element of the program (brokerage), 
to obtain the needed element they need (case management).  
 
4. It demonstrates the way in which policy is delivered and adapted in the 
domain of practice as workers adapt and reconstruct the process to ‘make it 
work’ 
 
As discussed above, workers understand the program as having merit but being 
flawed. Despite this, they accept and reinforce the underlying service delivery 
discourse of the program, and ‘make it work’. They do this in a variety of ways – from 
using marketing and persuasion to encourage individuals onto the program, to 
developing creative use of limited resources, developing flexible service delivery 
arrangements and juggling resources within overall budgets 
  
Workers are thus part of the policy process as they both reinforce the choices made 
by government, and make new adaptive choices in the way they deliver services to 
ensure outcomes for service users. They are both delivering and reconstructing the 
program, ensuring its success and continuation by adapting the program to ‘make it 
work’. 
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Chapter 8  
Results chapter 3: Making it work ‘at a 
distance’ 
 
“It’s a clear discrimination against people in the country. Unintentional I’m sure, but it 
should have been thought about.” 
 
8.1 Introduction 
 
This chapter discusses the results of the thesis which reflect the contextual focus of 
the overall study – CACPs service delivery outside of ‘major cities’ in Victoria. It 
explores the way issues for these communities are addressed in formal rhetoric and 
the choices made in the service delivery of the program. In addition it identifies the 
perceived implications of these choices for workers, agencies and service users 
operating in a context of practice outside of major cities, essentially outside of 
Melbourne and Geelong in Victoria. The results in the chapter illustrate issues 
specific to rural communities, and also the way in which issues and themes 
discussed in earlier results chapters have a rural dimension, and rural 
consequences. In addition broader service delivery issues experienced by rural 
communities reflected in CACPs delivery are also discussed. 
 
In earlier chapters the highly contested nature of the term ‘rural’ and the difficulty in 
making claims for many diverse ‘rural’ communities has been discussed. As identified 
above, essentially this thesis focuses on those communities which are smaller in 
population size and distant from the major cities in Victoria. The rationale for the 
decision to focus on communities ‘outside of major cities’ has been discussed 
elsewhere in the thesis. The aim of this research is to explore issues in service 
delivery for workers and agencies that are distant from the hubs of a highly urbanised 
society, and also to give these workers and their services a voice. 
 
Despite issues of diversity and problems of definition, it is impossible to avoid using 
the term ‘rural’ when discussing the research results, as the term is used in relevant 
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formal policy documentation and by workers themselves, to describe their own 
workplace environment.  
 
When the term ‘rural’ is used within this chapter, it relates to delivery of services 
outside of major cities in Victoria. This relates to the location of service delivery 
outlets in communities identified as inner regional, outer regional, and remote in the 
Australian Standard Geographical Classification (ASGC) system. Given the nature of 
community aged care delivery many Community Aged Care Packages providers who 
are based in, for example, inner regional areas such as Ballarat may also deliver 
packages in outer regional areas as well. If the term ‘rural’ is used in other ways 
within the literature or policy documentation, this will be identified within the chapter. 
 
Given the diversity of communities outside of major cities in Victoria, the degree to 
which common issues and concerns would be identified was unknown when the 
research began. However significant common themes did emerge from the research 
data. This chapter will focus on these common themes, based on the ‘repeated 
regularities’ (Knight, 2002) retrieved from the data about rural services delivery, and 
aim to address the research questions in this context: how has the CACPs program 
been constructed in relation to Victorian rural communities, and what does this mean 
for service providers? Issues reflecting diverse contextual factors or conflicting view 
points will be identified in the chapter when relevant to the research questions. 
However some individual issues raised by workers could not be used due to 
identifying elements in the data. 
 
This chapter begins by exploring the way in which ‘rural’ issues have been addressed 
(or ignored) within the broader construction of the CACPs service delivery model. It 
continues with a discussion of the perceptions of workers regarding policy and 
programmatic choices and what they mean for service delivery and concludes with a 
summary of the findings. 
 
8.2 Constructing the CACPs program in terms of rural service 
provision 
 
This section of the chapter explores the way rural issues have been addressed within 
the construction of the CACPs program. It will discuss the rural dimension of key 
frames identified in other areas of the thesis, and also explore the ways in which the 
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special needs of rural communities have been addressed (or not addressed) in 
rhetoric and service delivery choices.  
 
8.2.1 Constructing ‘rural’ as a disadvantaged target group 
 
Early descriptions of the CACPs program suggest that meeting the needs of rural 
communities who did not have other resources was a significant initial program goal. 
The CACPs program was developed to address needs in communities “where there 
may be difficulty in establishing and sustaining residential facilities” and “areas which 
do not have an adequate level of existing community care alternatives” 
(Commonwealth Department of Housing, Local Government and Community 
Services, 2003, p. 123). These areas certainly included rural and remote 
communities.  
 
The CACPs documentation has continued to define ‘people who live in rural and 
remote areas’ (Australian Government DoHA, 2004, 2007) as a special needs group 
who can be allocated packages once their status is identified. Rural and remote 
recipients are one of several special needs groups targeted by the program. Other 
targeted groups include veterans and those classified as financially disadvantaged. 
 
The contested nature of the term ‘rural’ is an issue here however, as the definition of 
rural is unclear in CACPs documents. The program guidelines of 2007 (DoHA, 2007) 
suggest that the Rural, Remote and Metropolitan Areas (RRMA) scale of 1991 and 
1994 is used to identify rural areas. This scale defines a range of ‘rural’ zones 
(RRMA 3-5) including large and small rural towns. Other communities may be 
classified as remote using other elements of the scale. Yet the CACPs 
documentation suggests its ‘rural’ targeting relates to “people living outside town 
limits or in remote communities” (DoHA, 2007, p. 52). This suggests a definition that 
does not include large or small rural towns, and focuses on those communities which 
would be defined as remote in the RRMA scale.  
 
The use of the RRMA scale is seen as problematic by lobby groups (National Rural 
Health Alliance, 2008). Its focus reflects geography rather than other travel issues 
such as transport options, and there are significant differences between areas 
classified by similar ratings on the RRMA scale (Australian Rural and Remote 
Workforce Agencies Group, 2005). The RRMA scale also does not address other 
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issues of rural disadvantage, such as complexity in locating and retaining staff, or 
ability to access specialist services. From July 2009, the Commonwealth government 
RRMA scale has been replaced by the Australian Standard Geographical 
Classification – Remoteness area system (ASGC-RA), replacing the “outdated and 
flawed” RRMA system (DoHA, 2009). McGrail and Humphreys (2009) also point out 
that all geographical classifications do not reflect the very different needs of diverse 
communities, and factors such as availability of resources and specialist staff need to 
be taken into consideration when identifying service delivery needs. 
 
Statistical data on the service delivery of CACPs by the AIHW have been collected 
using the AGSC classification system since the introduction of the Aged Care Act 
1997. In 2007, when the Commonwealth introduced its ‘viability supplement’ for 
CACPs, the Accessibility /Remoteness Index of Australia (ARIA) index of remoteness 
was used to determine eligibility. The classification of locations can vary depending 
on which instrument is used, and present “a very different picture in regard to 
remoteness” (Australian Rural and Remote Workforce Agencies Group, 2005, p. 9). It 
is not the purpose of this discussion to analyse the nature and types of classification 
scales, rather to note the lack of consistency in the CACPs documentation and data 
collection relating to rural communities. 
 
An emphasis on the needs of rural communities is mentioned in other 
documentation, more particularly in the Reports on the Aged Care Act and the 
CACPs program guidelines, than in budget or broader policy documents. However it 
is difficult to find much information within the CACPs guidelines regarding the ways in 
which the CACPs program is, or should be, adapted to meet the needs of service 
providers in these locations. They do suggest that service provision needs to be well 
coordinated with local providers, make the best use of resources and identify 
“economies of scale” (DoHA, 2004, p. 66). This may refer to more remote areas and 
the development of multi-purpose services. There is a stated emphasis on the need 
to develop flexible service delivery options for more remote communities, and a 
willingness to promote alternatives within the overall CACPs service delivery 
framework.  
 
Despite this emphasis on rural targeting, the program itself reflects the overall 
demographics of Australian society and the bulk of service provision occurs in 
metropolitan areas in most Australian statesxxi. Victoria, which has 25% of all 
distributed CACPs in Australia, second to New South Wales in overall numbers, has 
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a majority of packages delivered in major cities. Figures 8.1 and 8.2 below illustrate 
this distribution of packages and service outlets delivery in Victoria. 
 
 
 
 
Figure 8.1 Percentage of CACPs services in Victoria by AGSC classification  
 
 
 
Figure 8.2 Percentage of CACPs service delivery outlets in Victoria by AGSC 
classification  
(Source for Figures 8.1 and 8.2: AIHW, 2002, 2005b, 2007b)  
 Victoria has no ‘very remote’ classifications.  
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These figures demonstrate that the delivery of CACPs in Victoria is dominated by a 
high percentage of packages in metropolitan areas, and that by 2005 over three 
quarters of all packages were delivered in the ‘major cities’ of Melbourne and 
Geelong. Inner regional areas such as those surrounding larger rural communities 
like Ballarat and Bendigo have the next highest number of packages, whilst Victoria 
has small numbers of packages in outer regional and remote areas, compared with 
the Australia wide figure of 9% (AIHW, 2007).  
 
Figure 8.2 also demonstrates that in 2007 the 78% of packages delivered in major 
cities were delivered by 69% of outlets, whilst outside of major cities 22% packages 
were delivered by 31% of outlets, suggesting, not unexpectedly, a pattern of more 
outlets with smaller allocations of packages outside of major cities. The average size 
of CACPs SDOs Australia wide in 2007 was 35 packages, however of the 28 largest 
services (defined as having more than 120 packages) delivering packages, 14 were 
in Victoria (AIHW, 2007). As always when assessing CACPs data it important to note 
that this relates to SDOs rather than approved providers. Nonetheless this suggests 
that Victoria has some large providers in the service delivery network. 
 
The formula for allocating services is determined by a number of factors (DoHA, 
2005b), involving demographic analysis, a focus on special needs groups and 
service distribution. The needs of rural recipients are part of this analysis. It is not 
suggested in the thesis that allocation of packages in Victoria is unfair to rural 
communities, but rather to note that due to the nature of Victorian demography, 
CACPs is predominantly a city based and delivered program in Victoria. Rural 
service providers and recipients are very much in the minority. 
 
8.2.2 Historical traditions and the ‘one-size-fits-all’ approach’ to funding 
 
Historical links to residential care models, and to a fixed level of funding based on 
‘low level hostel care’ have had significance for the delivery of packages in the rural 
context. Despite a policy change to allow for a ‘viability supplement’ in 2007, in most 
of Victoria the amount of daily subsidy for a CACPs recipient remains the same 
whether in a rural area or major city regardless of availability of services or 
transportation costs. The consequences of this decision for rural service providers 
and service users are significant, and discussed in greater detail later in the chapter.  
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As discussed in Chapter 7, this ‘one-size-fits-all’ approach’, linked to a standard and 
inflexible level of funding, has created issues for service providers in meeting the 
differing and changing needs of service users. In the case of rural service delivery, it 
also demonstrates the way in which the construction of the program has been linked 
to residential planning models, where services are delivered in one location. The key 
defining feature of community care is to deliver services in an individual’s own home, 
and this involves travelling costs. In many rural communities these homes may be 
distant from the service base. Distance is, however, not the only issue. Travel in 
mountainous regions, on isolated back roads, and the inability to plan ‘routes’ to 
maximise the best use of worker time, all contribute to the pressures of rural practice. 
 
Recent changes to the viability supplement for packaged care represent some 
alteration to this ‘one-size-fits-all’ approach process, but are not relevant for many 
service providers in Victoria, as they target more remote areas (DoHA, 2008). Whilst 
some rural communities in Victoria are eligible for a small level of subsidy as 
‘moderately accessible’, the subsidy for these communities is lower than other more 
remote areas. 
 
8.2.3 The role of dominant discourse: Fostering choice of provider in 
rural communities 
 
The service delivery model chosen by the Commonwealth discussed in Chapter 6 
reflects the discourse of new public governance in service delivery, ensuring choice 
of provider, and competition between services. This competition between multiple, 
generally non-government providers also has a rural dimension. In common with 
metropolitan Melbourne, there are only a small number of local government providers 
of CACPs in rural Victoria, and the majority of providers are large not-for-profit 
services and health care providers. Over a number of years a variety of providers 
have been introduced to aged care planning regions outside of major cities, fostering 
a ‘quasi market’ of providers by government, which offers choice of provider for 
service users. 
 
In the CACPs program these service providers compete within regions for allocations 
of new packages. The nature of this developed quasi market varies between regions, 
as do numbers of services and organisational auspices. Different aged care planning 
regions have different numbers of services, and allocations of packages between 
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providers. In some cases this relates to geographical location. Services in tiny 
isolated communities such as Cann River will inevitably have small numbers of 
packages. However in other areas the logic behind allocation of packages is unclear 
and policy appears to have changed at different points in time. On some occasions 
smaller locally based providers seem to have been favoured, at other times, 
economies of scale appear to have been more important and large providers have 
had increased allocations. These allocations are illustrated below. Note that these 
services have been classified by approved aged care providers, as some service 
delivery outlets may have different names, but still be part of the same provider 
network. 
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Figure 8.3 The numbers of different providers allocated CACPs in Victorian rural 
aged care planning regions outside of major cities in 2006. 
 
Source: DoHA Services List, 2006xxii 
 
It is challenging to ensure that all data on service provision is accurate for individual 
regions. This difficulty with available Commonwealth data bases has been discussed 
elsewhere in the thesis. However an example of one region is provided below to 
illustrate the quasi market place and the mix of diverse agencies which have 
successfully obtained funding for the delivery of CACPs. Not all services will operate 
region wide, and some will have a more geographically targeted area, such as 
annecto Inc. who appear to largely operate in the Mildura area. 
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Providers in Loddon Mallee Aged Care Planning Region
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Figure 8.4 CACPs providers in Loddon Mallee region, 2006 by percentage of 
packages in one Victorian rural region 
Source: DoHA Services List, 2006 
 
The service delivery model developed in rural communities has ensured that in most 
areas there is a choice of CACPs provider. An example is provided by using the 
Aged Care Service Provider web site, run as part of the Commonwealth DoHA web 
site. If the tiny rural community of Birchip, on the fringe of the Loddon Mallee region 
is used as an example, there is a choice of seven CACPs providers listed 
(Commonwealth DoHA, 2009a). 
 
8.2.4 Political agendas: Parallel federalism and the changing face of the 
not-for-profit sector in rural communities. 
 
An element of this service delivery network has been the growth across the state of 
large, usually Melbourne based, not-for-profit providers with outlets in many aged 
care planning regions. Whilst this should not necessarily be seen as a problem, it 
does reflect a changing pattern of service delivery and reduced emphasis on locally 
community controlled or managed services. It may also reflect an interest by the 
Commonwealth in negotiating with a few large providers, operating across many 
regions, rather than a multiplicity of small community based providers. This in turn 
may reflect the lack of a local Commonwealth bureaucracy in rural areas, the 
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complexity in one centralised government having to negotiate with many different 
applicants Australia wide, or the lack of a process for negotiating with local 
communities regarding their needs.  
 
This process has seen a number of different agencies operating in any given aged 
care planning region outside of major cities, sometimes with a sub-regional 
geographical focus, sometimes region-wide. These SDOs often represent larger 
provider agencies which operate in several regions across the state. The figure 
below illustrates the relative size of these agencies as deliverers of packages state-
wide.  
 
Percentage of packages allocated to state wide 
providers operating in more than one region out 
of major cities
Baptist Community Care
Anglican Aged Care
Southern Cross
Uniting Church Property
Trust
Villa Maria
Other 
 
 
Figure 8.5 Allocations of packages to state-wide providers operating in more than 
one region out of major cities in 2006 
Source: DoHA Services List, 2006. 
These data illustrate the key approved providers of CACPs who have chosen to 
apply for and deliver packages in different and generally multiple regions outside of 
major cities, and their relative share of overall CACPs numbers in Victoria. An 
analysis of allocations of new packages data also illustrates that the Commonwealth 
continues to allocate new packages to both state-wide and locally auspiced 
agencies, many of them quite small. Allocations data from 2004 to 2007, available on 
the DoHA web site demonstrate this pattern (DoHA, 2005b, 2009d). 
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It is, however, increasingly difficult to explore this issue, as other packaged programs 
such as EACH and EACH dementia are also being allocated, making it difficult to 
track the growth of state-wide agencies outside of major cities, by looking at CACPs 
alone. An analysis of package allocations in 2007 (DoHA, 2007) indicates that in that 
year, if specialist targeted programs are excluded, 45% of CACPs allocations were 
made to state-wide providers, but there is significant variation between regions. 
There is also variation in patterns of allocations between regions and between years 
of allocation. An example of an introduction of a state-wide provider to deliver CACPs 
in rural areas was evident in 2004 when the Anglican Aged Care was identified in the 
allocations data base as having ‘new services’ in multiple regions: Gippsland (20 
packages), Grampians (30 packages) and Hume (20 packages) (Commonwealth 
DoHA, 2004). Other state-wide providers such as Southern Cross Care (Vic) have 
packages in Barwon-South West, Gippsland and Grampians, whilst Baptist 
Community Care has packages in Loddon Mallee, Barwon-South Western, 
Gippsland and Hume. All of these providers have multiple packages in metropolitan 
regions and some also appear to have links to services in other states. Southern 
Cross, for example, is listed as operating in Victoria, Western Australia, New South 
Wales and Tasmania, as well as in Victorian rural aged care planning regions (DoHA, 
2006), although it is unclear how closely these state-wide organisations are linked. 
New providers are still being added to this list, for example Regis in Mildura is a 
recent addition, and is a for-profit provider (DoHA, 2009). 
 
The service delivery model developed for CACPs has involved a changing pattern of 
service delivery of community aged care services in Victorian rural regions, 
expanding the role of state-wide, not-for-profit services. 
 
8.2.5 The ‘metro mind set’ of a centralised urban based bureaucracy  
 
The most significant feature of rural service delivery issues represented in the 
CACPs documentation is the lack of attention paid to rural service delivery issues, 
and the absence of a recognition of rural diversity. Essentially, except in remote 
areas, a package in Caulfield in the heart of Melbourne is seen as the same as a 
package in Swan Hill several hours away from Melbourne. 
 
The CACPs model of service delivery, as originally developed and expanded in the 
late 1990s, makes few concessions to the special needs or diversity of rural service 
 226
delivery. The program was established as a ‘one-size-fits-all’ approach, ignoring 
issues such as distance, travel demands or availability of staff. Although there has 
finally been some recognition of travelling and distance issues, this was not 
introduced until 2007, and is limited in terms of a financial supplement.  
 
Policy and service delivery choices are made a long way away from rural 
communities, who have little say in the way in which services are developed or 
allocations of packages are made. The Commonwealth does not have a rural or 
regionally based bureaucracy. Commonwealth bureaucrats are located centrally in 
Melbourne and Canberra, have no operating base in rural communities, and thus are 
a long way from knowing the needs of the communities  where it funds services.  
 
The formula for providing services is complex, but does not include extensive 
consultation with local communities. The allocation principles relate to the benefits for 
current and future care recipients, diversity of choice for current and future care 
recipients, continuity of care for current and future care recipients, ability to make 
places operational in a timely manner, and provision of care for people living with 
dementia (Kennedy, 2009). Community input is provided by the Aged Care Planning 
and Advisory Committee (ACPAC), a state-wide body which must also consider 
government policy and objectives (Kennedy, 2009). Consultation takes place with 
key players and peak bodies which represent agencies and services such as Aged 
and Community Services Australia (ACSA), lobby groups such as Carers Australia, 
and professional groups such as the Australian Medical Association (AMA) (DoHA, 
2008b). The Commonwealth bureaucrats plan and administer services a long way 
from the day-to-day realities of rural service providers’ worlds.  
 
The CACPs model of service delivery reflects the “persistence of a metropolitan 
mindset” (Humphreys, Hegney, Lipscombe, Gregory and Chater, 2001, p. 9), where 
rural issues in service delivery practice are often ignored in a society dominated by 
large city based population centres. Policy makers and senior bureaucrats are based 
in these centres, and frame their understanding of what is needed to deliver 
appropriate services in terms of their own experiences, interests and understanding.  
 
However the Commonwealth government deals with a daunting number of services 
and agencies across Australia, and a huge number and variety of aged care 
programs. Just as community aged care is a minor player in funding terms compared 
to residential care, so too is rural service provision in Victoria a minor element of the 
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community aged care sector. The Commonwealth may have other more pressing 
priorities in aged care service delivery that take precedence.  
 
In summary 
In the formal CACPs documentation there is a stated commitment to rural targeting 
and a willingness to consider flexible service delivery models. However the definition 
of rural is blurred, and there are few guidelines regarding rural service delivery. Other 
elements of the constructed service delivery model have had an impact on rural 
service delivery. These include a ‘one-size-fits-all’ approach to service delivery, a 
focus on ensuring competition and choice in service delivery, and a fostering of the 
growth of state-wide providers delivering services across rural regions.  
 
The definition of rurality within the CACPs formal documentation is notable for a lack 
of clarity about the term ‘rural’ despite its use to distinguish a targeted group, and an 
association of rurality with remoteness. The documentation also indicates a 
willingness to support flexible service delivery options in these communities. Over 
time various classification systems have been used to define rurality in relation to 
CACPs. These systems do not take into account many of the issues associated with 
rural service delivery, such as variations in the service needs of communities.  
 
Other issues potentially affecting rural community care practice are not mentioned in 
the CACPs documentation. This is not unusual however, as the guidelines are not 
prescriptive regarding service delivery issues and processes in relation to other 
target groups either. It is not clear how much this represents a lack of awareness of 
relevant issues, or a willingness by the Commonwealth to allow for agencies in 
different locations to have the flexibility to deal with issues as they see fit.  
 
The CACPs program reflects the demography of Victoria, and indeed Australia, and 
three quarters of the packages are delivered in major cities. For this reason it is 
perhaps not surprising that rural service delivery has not been a priority for 
government, and that policy making and service delivery choices are viewed through 
a ‘metro mindset’.  
  
Other priorities of government, and other agendas, have also framed the construction 
of the CACPs service delivery model, and choices that impact on service delivery are 
made in metropolitan centres far distant from the realities of rural service delivery. 
Many of the decisions made by the Commonwealth have had a significant impact on 
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rural service delivery and on rural aged care practice. The perceived impact of these 
decisions is discussed in the next section of the chapter. 
 
8.3 Worker perceptions of the program: ‘Making it work’ in the 
rural context 
 
This section of the chapter will explore workers’ overall perceptions regarding the 
CACPs program, and the way in which they make the program work in the rural 
context. It is followed by a discussion of issues of concern for workers in the service 
delivery of CACPs in rural Victoria. 
 
Workers perceive that CACPs providers in rural Victoria offer a very flexible form of 
service delivery, which can address many rural issues in creative ways. In addition 
they address rural specific issues in the same pragmatic spirit that case managers 
emphasise in managing packages overall - making it work in the interests of service 
users. 
 
Many providers identify that the sense of community and cooperation they perceive 
within rural communities works to the advantage of CACPs recipients. The rural 
dimension of practice is perceived as having advantages, as it encourages creative, 
flexible service delivery approaches and ideas (see below). This relates to CACPs 
delivery specifically, as well as to rural service delivery overall.  
 
Service providers consider that organisations in rural areas work together in creative 
ways to ensure that client needs are met. This is perceived as being linked to rural 
traditions of cooperation, commitment to neighbours and community and also the 
reality of rural practice where everyone needs to be flexible to get the job done, given 
the scarcity of services. There is, however, some diversity in this approach with 
smaller locally auspiced services being more likely to discuss this rural flexibility, and 
also to express the view that Melbourne based state-wide agencies may not have 
this same degree of knowledge or commitment.  
 
“I think being in a rural area is also an advantage because naturally in rural areas we 
need to create networks and so the networking occurs very naturally,” 
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“We network quite closely with other providers um, it’s very helpful, I certainly find 
that in the (local region) region there is a tremendous spirit of cooperation amongst 
the providers of packages” 
 
“When somebody new comes through from (agency name) for instance,  
and we think oh well (agency name) already have clients up there  
possibly they’ll be interest so we cross them out, so it’s done in a very sensible way  
really.” 
 
There are a number of creative partnership arrangements between bigger service 
providers and various communities or other service providers. These partnerships 
are both formal and informal however there is no clear pattern or model; they relate 
to individual circumstances and are diverse in approach. Workers suggest these 
creative partnership arrangements reflect rural traditions of networking and support, 
and the necessity of doing what is needed to get the job done. However, whilst it is 
unclear what role the Commonwealth plays in the development of these partnerships, 
CACPs documentation states that the Commonwealth encourages flexible service 
delivery arrangements in rural areas (DoHA, 2004d, 2007c). 
 
These partnerships take various forms. In some cases, larger agencies may 
undertake administrative responsibilities and other smaller agencies that operate in 
closer proximity to the service recipients take responsibility for delivery in a 
formalised arrangement. In another situation resources may be provided and case 
management is delegated informally. This is not a universal practice and varies 
significantly between regions and agencies. 
 
“We form partnerships with local providers, like local services and we provide the 
funding and they provide the pseudo case management.” 
 
“Those service providers in smaller towns are reliant on us doing some of the bigger 
stuff and they’re there, so I think we have worked very well together.” 
 
“..we have got formal partnerships where we provide the funding and some sort of 
monitoring and legal responsibility, but the service delivery and the personal 
interaction is done by other agencies, other local providers based in that township.”  
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These are agencies who can’t for whatever reason undertake, you know, obtain 
funding in their own right, maybe they should be able to but they haven’t been 
successful, and it hasn’t been viable or practical for us by remote control to deliver 
the service on the ground, we form partnerships.” 
 
In addition creative service delivery arrangements are organised on an individual 
basis according to need. This can encompass anything from using the hospital 
laundry service to deliver a walking frame, to local knowledge enabling workers to 
locate a neighbour willing to do small amounts of home care in an isolated area. The 
need to be creative in service delivery, both to make the money stretch to cover 
transport costs, and also to meet needs where services do not exist, is mentioned by 
many service providers.  
 
“…be a bit more inventive such as you know, sending them, put them on laundry 
buses, you know, pathology is heading out somewhere so they take some 
equipment or bring something back.” 
 
“I’ve done suburban stuff, and if you were in Footscray, you would just ring up the 
local meals on wheels and they take it out to Smith St, job’s done, but if you have 
got someone who lives up at (small isolated rural community) west, and they live on 
a farm, then you have to be more inventive, so then we might try and open up an 
account with the local small IGA.”  
 
In some rural communities there may only be one or two individuals with a specific 
disability and no targeted services for them. Service providers were able to use 
CACPs in special circumstances for individuals in rural areas who were unable to 
receive other forms of service provision. This is seen as a strength of the 
Commonwealth model, enabling packages to be delivered to people with disabilities 
at a younger age, where other services are unavailable and case management is 
desirable. 
 
“For example in the rural areas, we have a higher proportion of recipients of CACPs 
who aren’t the ideal target group for a community aged care package i.e. they are 
not, they’re not necessarily in the age group.” 
 
“..a couple I can think of are the younger people with ABIs, acquired brain injuries, 
multiple sclerosis and there is a  lack of specific case management services available 
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in the area…….the legislation allows that although they don’t encourage it…..they 
wouldn’t receive a CACPs if they were living in Melbourne.” 
 
In summary 
The examples provided in this section of the chapter illustrate the way in which 
workers in rural areas take what is available to them, develop creative use of existing 
resources, and work around obstacles to make the program work. They identify this 
process as partly reflecting traditions of rural practice, where workers have always 
been creative, as well as relating to delivery of CACPs more broadly. Despite the 
perception that workers make do and do the best they can, and that rural 
communities do this well overall, many workers feel that rural recipients have been 
disadvantaged by the CACPs service delivery model. They identify a number of 
concerns about the program for rural service provision which are discussed below 
 
8.4 Issues of concern to rural providers – Financial adequacy 
  
8.4.1 The ‘one-size-fits-all’ approach to CACPs delivery and rural 
disadvantage. 
 
The issues of financial affordability discussed in the previous chapter are linked to 
other rural specific issues such as travelling costs, and difficulties in obtaining staff 
and specialist services in rural areas. These issues are particularly relevant in terms 
of rural service provision, as the model established to deliver CACPs is generally a 
one-size-fits-all with the same amount of funding for recipients regardless of where 
they live. This approach is seen by many service providers as representing 
discrimination. Rural service recipients are seen as being disadvantaged in 
comparison to city based recipients, often exacerbating other forms of rural 
disadvantage. 
 
“Rural and remote people are entitled to have their services just as people in regional 
or city areas. And we shouldn’t be discriminating against those just because their 
remoteness ……because they live in a valley, its, you have to drive up lots of valleys 
to get to them (Researcher: so how long would it take you?) Um ….. about an hour 
and a quarter, hour and a half,” 
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“I think the barriers that we need to get through are probably greater in the rural area 
……………….But in metropolitan areas I think the solutions may be closer for them, 
which comes back to your costs.” 
 
“we always make do and I think that the Commonwealth knows well what they 
expect,………….. it’s not stated ever and it’s always got all the blurb around quality of 
access and all of this, but really its there, you can’t expect any more than that 
because you do live a long way from most major towns.” 
 
“You really are putting people, disadvantaging people who are more isolated, that 
can ill afford to be disadvantaged, because of the costs of travel.” 
 
The funding model is considered to not only be inadequate to address rural travel 
costs, but as not even acknowledging that they exist, as if city and rural are the 
same. The issue of travel costs, discussed in more detail below, becomes far greater 
due to a lack of availability of services, for example, a client having to travel for 
several hours to see a specialist.  
 
This issue was also linked by some workers to service viability. Smaller services do 
not have the same level of resources as services which are part of larger rural 
service delivery outlets, able to pool resources such as cars. Agencies delivering 
greater numbers of CACPs packages may also have greater available resources for 
travelling as there are economies of scale in the delivery of larger numbers of 
CACPs. 
 
The amount of funding provided for packages is the same, regardless of where 
someone lives, and this is seen as a flaw in the overall design of packages, and as 
contributing to disadvantage of the most isolated geographically. 
 
8.4.2 The costs of getting care to recipients  
 
Service providers feel that CACPs funding is not adequate to address travel costs for 
care staff. This is a strongly represented theme in the data, and a concern to almost 
all providers, with the exception of a small number of workers based in large regional 
centres. Many examples were provided illustrating that the travel time for staff ‘ate 
up’ packages and reduced the amount of other services that could be provided for 
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individual clients. This relates to costs of car travel, and also to the costs of staff time 
in travel, sometimes greater than the time allocated for the actual care. In addition it 
is not always possible to plan a ‘route’ for carers between different recipients to 
minimise travel costs, as service users may live significant distances from each 
other.  
 
“When I purchase services through council or through any other agency I have to pay 
for travel for carers to attend in rural areas, and that could be anything……..Um 
some of the clients have high needs and so like, you are only putting in, only half an 
hour of service, and then you’ve got 30 kilometres travel to get that half hour service.” 
 
“Well one hour of service within that, costs about $45 just to cover travel costs and 
that’s when you end up offering them less and sometimes you do that because they 
need case management.” 
 
“We have someone else who doesn’t need a lot of direct care service but because 
they are so isolated the travel costs a fortune.  It’s $150.00 or something like that per 
week in travel.” 
 
 However there is also individual variation here, as the availability of staff that live in 
local communities to provide services without significant travel costs varies between 
regions. As one worker suggested, it is likely that this varies according to the 
demographics of a particular area, as well as according to the practices employed by 
a particular agency. In some regions the demographic spread makes it difficult to find 
potential care staff in rural areas, as communities are left with an ageing population. 
This is a crucial issue as service providers report the use of local people to provide 
services in their own areas as being an important factor in keeping travel costs down.  
 
Other services which operate with their own care staff (as opposed to a brokerage 
model of purchasing care staff hours) are likely to have greater travel costs as they 
work from a central base, and may not use local government or private provider staff 
located in a distant area. They may need to develop ‘routes’ they can use to 
maximise their staff efficiency. 
 
One service provider did suggest that there are other savings in rural areas, such as 
cheaper labour costs that may compensate, but this was not identified by other 
workers.  
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“They’ve got a worker in that valley, so that worked quite well, if they didn’t then I 
would have been working very hard to work out how I could have provided something 
for that client.” 
 
“There is social isolation of people that are a bit further out as to what sort of 
activities they can and can’t access. Whereas people located here in (large regional 
centre) are incredibly well supported.” 
 
Several service providers suggest that some (other) services ignore the needs of 
isolated or remote service recipients as they are too expensive to maintain. This was 
described by one worker as an ‘ethical conundrum’ – should they provide quality 
service to someone where the travel costs are manageable within the package, or 
offer small amounts of inadequate care to more isolated service recipients whose 
package is ‘eaten up’ by travel costs? Other service providers are angered by this 
approach and suggest that some services avoid taking on isolated clients with their 
budgetary burden, ignoring the recipients’ needs.   
 
“It actually, it tugs, it really puts a lot of providers,………in a large number of ethical 
conundrums.” 
 
“There’s lots of black holes around between municipalities like for instance (outer 
regional area) you know you can’t get, (outer regional area) isn’t too bad as a town, 
but you know the places in between it there’s just no one there to actually do the 
service so you have to be very careful because of course we can’t afford to send our 
carers there because of mileage costs etc etc as well.” 
 
 “That’s really sad because its rural, remote, you know, but they are not even actually 
going out into that municipality” 
 
“No-one was prepared to, no other CACPs provider was prepared to take them on, 
because they all said, oh it’s too much travelling” 
 
 
 
 
 
 235
8.4.3 Costs of using services for clients. 
 
Another concern to service providers is the lack of resource allocation for service 
recipients who need to travel. This can include travelling to obtain specialist services, 
opportunities to have social interaction and also the issue of visiting family, 
particularly a spouse who is in residential care.  
 
Many services are in short supply in many of the regional areas where service 
providers operate, due to lack of resources. There is a lack of professionals to deliver 
services, requiring recipients to travel. As a result, many CACPs recipients have to 
travel long distances to access these services, to visit medical specialists or undergo 
specialist medical tests. Case managers may have to organise this transport, or 
actually do it themselves. This is a significant cost, and is felt to indicate a lack 
understanding of rural issues by the Commonwealth, and add to rural disadvantage 
for service recipients.  
 
“I know this person who sees about 4 different specialists…..and that’s travelling to a 
specialist service that they need, and that means either travelling to (distant large 
town) or travelling to Melbourne, and volunteer drivers won’t drive to Melbourne, and 
that….is a huge cost.” 
 
“You have an isolated client on packages, and you have to try and get them to 
coordinate sort of, coordinate doctors’ visits or anything like that, or get a carer to 
them, forget about it.” 
 
“Transport costs are huge; you can eat up a package just transporting someone 
somewhere.” 
 
Issues of visiting family or a spouse who has been placed in care some distance 
away are also raised as a concern, and as requiring more funding, or ‘eating up’ the 
meagre resources of a package. In addition many of these individuals, particularly 
those on isolated properties, lack any opportunities for social interaction and the 
costs of transport can become a major impediment to their quality of life.  
 
 “We have one of an elderly couple has moved into permanent care. Um, this 
happens quite a bit but because they are from outlying areas and you are trying to 
manage to bring the spouse into visit them, because the families haven’t got time, or 
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they may not have a vehicle, or they may not have a licence, now the cost of doing 
that is astronomical.” 
 
 “We would like to get them out to groups and things like that, and social activities, so 
sometimes that can cost as well, um, so yeah, transport is a major issue out there I 
think.” 
 
“I guess another thing that sticks out, if you know, if you’re trying to take your 
package that little bit further than just straight up services like home help and 
personal care, if you’re trying to do a bit of enhancement, especially with people who 
might be quite isolated.” 
 
In summary 
The limited purchasing power of CACPs has been discussed elsewhere in the thesis. 
This limited purchasing power impacts significantly on rural service recipients in a 
number of ways. Workers identify costs in getting care to recipients, costs in 
accessing specialist services, and costs associated with the need for services to 
reduce isolation as adding to the expense of rural service delivery in community aged 
care. The lack of funding to address these rural specific needs contributes to the 
sense of rural disadvantage felt by workers. This is a general finding from almost all 
those interviewed, even those in large regional centres, who are often providing 
services to recipients in more isolated areas.  
 
Workers also express concerns that those who need services most because of their 
geographical isolation may not be offered packages by some providers because of 
the costs of travel. Some workers feel this is poor practice on the part of providers, 
whilst others categorise it as a difficult ethical dilemma they are faced with. Is it better 
to use the limited resources of a Community Aged Care Package where it will make a 
difference, or use it to provide small amount of resources which will be ‘eaten up’ by 
travel costs?  
 
8.5 Issues of concern to rural providers – Competition and 
allocations policy 
 
The issue of competition and allocations policy is considered by many providers to 
have rural service delivery implications. This also relates to the number of providers 
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in a region and the viability of programs with small numbers of packages. For many 
workers in rural areas the issue of choice of provider is seen as less important to 
service users. Workers feel service users would like more choice in terms of their 
day-to-day care, such as who will do their home care, or when they will have their 
shower. In rural areas, especially where service users are more isolated, they have 
very few choices of service providers to deliver personal care or other brokered 
services even if they have a choice of CACPs provider. 
 
Although there is general acceptance of state-wide providers delivering services in 
rural communities, there is a significant vocal minority of service providers, who also 
question the implications of this process for rural communities.  
 
8.5.1 Large numbers of providers in rural regions 
 
The introduction of new providers in rural regions is not seen as an automatic 
problem, but as numbers of providers increased, so did worker concerns. They feel 
allocating new providers a small numbers of packages in rural regions is a poor use 
of resources, which could be put to better use. All providers require a basic 
infrastructure which adds to costs. In urban areas large providers are already 
operating with existing infrastructures, whereas in rural areas the arrival of another 
agency involves the establishment of new infrastructure, only to deliver a few 
packages. This is also linked to the concerns about allocations policy discussed in 
the previous chapter.  
 
“It’s good to have competition but sometimes it’s really ridiculous when you’ve got, I 
think we’ve got at last count about 11 providers in this region and some of them have 
got as many as 10 packages, some 15 some are 25 and 30 …..” 
 
The frustrations with the allocations process also has a rural dimension with some 
services feeling that state-wide NGOs have a greater chance of getting packages in 
allocations rounds, whilst community based agencies are overlooked. This then 
results in yet another provider in the region with a small number of packages. 
Workers cannot understand the logic of this process, especially for rural 
communities. 
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 “The Commonwealth government was not looking favourably on small organisations, 
um, for funding, they were looking at state-wide, regional or national organisations” 
 
“We have the existing local infrastructure, we can do it. What frustrates us is then we 
get overlooked, then NGOs get 6 packages.” 
 
“The way they have made decisions around resource distribution has created for 
communities surreal dilemmas on how those decisions have been reached.” 
 
“..some of the metropolitan providers have made it their business to be in every 
region.” 
 
Some service providers comment briefly about ‘outside’ services moving into areas 
which already have a number of locally based providers delivering services. Rather 
than seeing this as a concern about local ownership, it is more often criticised as 
being inefficient. As one provider suggested, many smaller communities would not 
perceive a difference between a Melbourne based service and a large regionally 
based service. Workers can also be critical of previous small allocations to locally 
based agencies, but are more likely to be critical of the overall process. This process 
results in what workers see as incomprehensible decisions, which are never 
explained or justified by the Commonwealth. 
 
There is also a strong theme that rural providers work well together as an overall 
network of services. Despite the competition at the time of allocations, workers are 
willing to educate new workers from new agencies if necessary. This suggests that 
although agencies compete for resources, at the level of practice they cooperate to 
help each other, and to ‘make the program work’. It is also related to rural traditions 
of cooperation and support discussed earlier in the chapter. 
 
“I suppose it’s a little bit of a concern the fact that there are providers coming into 
play who are not too, sort of from beyond the region, and aren’t that familiar with it, 
and it ends up taking quite a bit of time in terms of sort of educating them and… but I 
mean we’re quite happy to do that and its not a big issue.” 
 
“The reality is that we live in a rural community and so we, in some ways we rely on 
each other through the chain I suppose.” 
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8.5.2 Community based ownership of services: The minority view 
 
Whilst overall there is acceptance of the introduction of state-wide NGOs delivering 
services in rural regions, issues regarding community ownership of services are 
raised in interviews by a significant minority of workers. A few workers in locally 
auspiced agencies, and one worker from a large state-wide NGO, express concerns 
about the locus of decision making and the need for community control.  
 
Problems in having control of a service based in Melbourne are identified by one 
interviewee. In this case another Melbourne based provider who had been allocated 
packages in an outer regional area, appeared to have little knowledge of local issues 
or authority and referred most decisions to Melbourne. On another occasion, a state-
wide provider had taken up a small number of packages in a different rural region, 
and the staff member they employed had given up trying to make it work, and these 
packages had to be absorbed by a local provider. 
 
“I’ve had two different rural services, I’ve tried to contact, and my contact point, the 
person who is running (agency name) is in Melbourne.” 
 
However concerns are also raised in relation to locally auspiced providers, who are 
perceived to have trouble managing small numbers of packages, or where the 
standards of service delivery are seen to be poor. 
 
Other workers identify the unique contribution that locally connected services can 
offer. One interviewee, who represents a state-wide provider and who had made a 
significant effort to integrate with their local communities, had experienced 
resentment. The issues raised by this interviewee include a desire for communities to 
have control over their own services, a feeling that they know their own communities 
best and resentment at the lack of consultation in allocation of packages.  
 
“They all generally apply for packages for……. and they applied for packages in the 
last round, for that very reason, that it’s their community and they want to have 
control of those resources.” 
 
“The rhetoric it says, that’s good, that’s the diversity of choice but community, the 
local communities themselves don’t see it that way.”  
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“That could be resolved to some degree if government listened more to those local 
communities in saying how additional resources could help them and that is where 
part of the problem is from where I see it.” 
 
“The feeling is that we are being encroached upon by large providers who don’t have 
an understanding of rural communities and are people who are rurally based better 
off being serviced by providers who are coming from a rural background as well? I 
suppose I feel that way” 
 
However state-wide organisations in rural areas may also use staff who are local to 
the area, and who have the local connections that are described above. These 
workers perceive themselves as operating a local service, even if they represent a 
state-wide agency based in Melbourne. On one occasion, a worker from a state-wide 
agency in one region was very critical of the introduction of a different provider 
operating in multiple regions – this worker perceived her own agency as local, 
because she was local. 
 
8.5.3 Service allocation models and case management 
 
The large number of providers with small numbers of packages is also of concern to 
workers in rural communities. In some situations, service providers are allocated 
packages and expected to deliver them across a very broad geographical area. If this 
means that the recipients of packages live in quite different areas, the case manager 
can spend the whole day in the car, and rarely get to see the recipients. This is a 
particular concern with small numbers of packages being allocated to rural SDOs, 
with only one case manager, who then travels the full breadth of the region. This is 
very much a rural issue, and illustrates the concerns about translation of ideas that 
may work well in city regions, but do not work well in rural areas. 
 
“Some of them are very small, you know and they have huge regions..” 
 
“So I think that in the country it is very, very hard, I do about 1000 kms per week and 
I think it is a waste of resources running up and down the road.” 
 
In some regions services appear to have organised a rationalisation of resources, in 
partnership with other agencies and in consultation with the Commonwealth. 
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However in other regions small providers may have only one case manager. This is 
seen as impacting on the quality of service delivery in case management, as difficult 
for the worker and representing a poor use of resources.  
 
“I really think that it is foolish of the CACPs people to approve one person doing the 
whole area.” 
 
“if what we are about is achieving independence or maintaining the independence of 
people in their homes, and supporting them where they are,, then if that’s our 
objective then we can entertain other ways of delivering that so long as we can do 
that and it may not be the best thing to have a case manager who lives three hours 
away” 
 
8.5.4 Service viability. 
 
The way in which workers understand service viability in this environment with 
multiple competing providers with varying numbers of packages, is complex. Some 
providers focus on financial viability, others see the issue as including quality of 
service delivery. Large services, which may be more financially viable, are not seen 
as necessarily delivering better quality services. Service providers with small 
numbers of packages continue to exist and defend the quality of the service they 
deliver. Not surprisingly no-one considers that their service is ‘not viable’. There is 
only one identified example in the study where an agency had ‘given up’ trying to 
make it work in one region, and this was a Melbourne based NGO. 
 
“The case manager left, and they decided they are not going to replace the case 
manager and they handed the packages over to us, because it wasn’t financially 
viable for them to run 28 packages down here because you know, you’ve got an 
office, a phone, and a computer, and a car.” 
 
Whilst no service provider suggests that they are unable to deliver quality services, 
some do express concerns about the longer term implications of allocations policy. 
Many of those interviewed also express concerns about other SDOs and query their 
viability. Many also query the system which allocates small bundles of packages to 
different agencies, which struggle and cannot afford to employ enough staff to fully 
support service users. 
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“The concern I have is that as a provider of a small number of CACPs,, are we going 
to survive in 5 or 10 years, are we going to be priced out of it, and do we lose that 
rural, small rural, communities ……I suppose I look at it that we are better off having 
providers who are rural based and not city based.” 
 
There are many services in rural Victoria with small numbers of CACPs, although 
they may deliver other Commonwealth funded services. Services with 10 or less 
packages in Victoria such as Hesse Rural Health Service, Chiltern District Health 
Service, Cobden District Health Service, and Cann Valley Bush Nursing Centre must 
keep their packages full to attract subsidies and reman viable. 
 
Many services are part of larger approved provider agencies and identify significant 
support in terms of reception, cars, training, staff backup, and help in preparation of 
tendering proposals. Other small services share offices or provide holiday back up for 
each other. Services may continue to exist because they have support or are linked 
into a larger health service. A part-time worker might work elsewhere in that health 
service for part of the time, and still be available for consultation if needed. They are 
CACPs workers part-time, and do other things within the organisation for the other 
part of their job. This provides an illustration of the way in which workers and 
agencies ensure the program works by adapting existing resources in the rural 
context.  
 
“..certainly they would bolster up our um, with the purchase of our own vehicles, they 
would absorb some of those costs, if we were out on our own, you know, rent and the 
basic administration costs would increase substantially.”  
 
The ability to operate a range of community care programs, such as EACH and 
Linkages packages is also noted as helpful in terms of having a range of flexible 
options to offer service users, so if one package does not work well for them, another 
might well be helpful.  All these issues contributed to perceptions of rural service 
viability. 
“We move people back and forwards from Linkages to CACPs …If we have to go 
from Linkages to CACPs we have to get an assessment, but that’s not a problem for 
us, ACAT are located on this site, if they’re eligible, they’re eligible, that’s all we 
need.” 
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However some service providers find it difficult to access EACH packages due to the 
limited numbers of EACH packages (see Chapter 6) and to high levels of demand. 
When EACH packages can not be accessed workers find it necessary to continue to 
provide services to CACPs recipients as they cannot not desert these services users. 
New service users, who have lower service demands, must then be selected to 
ensure service providers balance their budgets (see Chapter 7). 
 
“I know on the waiting list there is quite a number of clients around (local area) that 
need an EACH package” 
 
“You have no capacity to put them on an EACH” 
 
In summary 
Issues of competition models used to allocate packages and deliver services are of 
concern to rural service providers, largely because they feel that it is an inefficient 
use of resources. Workers feel that they cooperate well with each other, and there is 
little animosity towards new providers, or to providers from state-wide agencies 
moving into rural areas. There is a significant minority of those interviewed who feel 
that the introduction of state-wide providers impacts on local control of services, and 
who construct this as a problem.  
 
Allocations of packages by the Commonwealth in rural communities is a concern to 
most workers interviewed, who find the choices made by the Commonwealth to be 
inconsistent and mystifying. At times state-wide providers are favoured and at other 
times, small, barely viable providers receive small numbers of packages. Workers 
continue to show flexibility and commitment to make the program work, and to work 
with each other in a network to ensure the best possible outcomes for service users. 
 
8.6 Issues of concern to rural providers - The sense of 
distance from the locus of power 
 
The ‘sense of distance’ from the Commonwealth discussed in the previous chapter is 
perceived as a problem by many rural service providers. They identify ways the 
service could be improved in rural areas, but they do not consider their issues are 
noticed by, or of concern to government. They feel there is a lack of feedback loops, 
and also sense that the Commonwealth does not see community involvement as a 
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consideration they need to take into account. This sense of distance is both 
geographical and metaphorical. At the same time, many identify positive relationships 
with individual members of the Department of Heath and Ageing staff. 
 
It is a challenge for rural providers from small services particularly to get to the 
Commonwealth meetings and forums in Melbourne. Apart from the travel, and for 
those farthest away this could involve an overnight stay, many of these small 
providers cannot spare the time in services where the loss of a staff member impacts 
heavily on the amount of staff available to undertake client work.  
 
“We are a long way from Melbourne and we don’t get a lot of support.” 
 
“There are three monthly ones in Melbourne, but they are only for two hours and 
that’s a day of work, I mean two hours, …and the small hours that I work, there’s a lot 
to get done.” 
 
“..and so there’s the travel and accommodation. In that respect that metropolitan 
providers don’t have, it’s far more accessible for them to be able to attend all those 
functions.” 
 
Rural service providers must travel long distances to attend forums and meetings. 
They suggest that Commonwealth administrators rarely leave Melbourne, except 
perhaps for briefings about funding rounds. Whilst service providers are keen to be 
involved in some kind of feedback process, they are uncertain about what form it 
should ideally take. In the second round of interviews, most interviewees reported 
being audited for quality assurance purposes, and the presence of Commonwealth 
staff at their agencies to undertake this process. There is strong support for this 
process expressed by staff, both for its basic purpose and also as they felt they could 
finally show the Commonwealth what they had achieved, and the quality of their 
work. Many hope this may be reflected in allocations policy and processes. 
 
“When I went to the information session applying for the next round of CACPs I just 
thought this is very bureaucratic, um, fly in, do the delivery, very cold and impersonal, 
we were just all there, we were just herded in there like sheep, then herded out.” 
 
“It’s up to the agencies to get together and liaise with the Commonwealth and have 
representatives, but that’s not done regionally, that’s just done by the state body, 
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they meet in Melbourne with the Commonwealth representative. That’s it, but other 
than that there seems to be little consultation.” 
 
“There is no feedback loop, there’s no communities that receive the, that need the 
resources have no voice basically, no capacity to influence reform policy”  
 
Larger services or state-wide services are seen to have offices in Melbourne, and 
senior staff whose job it is to negotiate and liaise with the Commonwealth. They are 
able to direct their frustrations or issues through more formal channels. Bigger picture 
issues can be addressed by senior management. Smaller rural services do not have 
metropolitan based staff able to negotiate with the Commonwealth, or the resources 
to hire consultants to represent their point of view or develop their allocations 
applications documents.  
 
As mentioned in earlier data, service providers feel that community care is the ‘poor 
country cousin’ of aged care service delivery, and that CACPs in particular are poorly 
understood. For many service providers this has an added rural dimension, a sense 
of both geographical distance and a gap of understanding, and even interest in 
understanding.  
 
“The distance with the Commonwealth, is much….from sort of, I don’t know, a 
service delivery level, it sort of seems very distanced and removed and not actively 
involved.” 
 
 “a complete lack of consultation at that level with what’s happening locally, yet they 
make decisions which affect what’s happening locally.” 
 
The sense of ‘distance’ in both geography and in understanding is illustrated by one 
of the other concerns of rural service providers; allocations policy and the 
introduction of multiple players within the region. Workers see the process as 
inefficient, as lacking transparency, and that information about choices is made for 
reasons the Commonwealth identifies but does not share. The Commonwealth has 
no need to explain its process or decisions; they are made without consultation with 
local communities or providers. Decisions are made far away from those who will be 
affected, both in terms of geography and in terms of spheres of influence. 
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This issue is also reflected in the sense of some workers in rural areas that the 
Commonwealth government is not interested in addressing local community needs, 
or making decisions through consultation with rural communities. 
 
 “The distance is not insurmountable, that could be resolved to some degree if 
government listened more to those local communities in saying how additional 
resources could help them and that is where part of the problem is from where I see 
it.” 
 
“Really there is a lack of opportunities for the rural stakeholders to contribute to policy 
and resource allocation, and that plays out in the outcomes of future distances 
between residents and services,” 
 
In summary 
Workers express feelings of distance from the Commonwealth bureaucracy which 
funds and administers their programs. This distance is experienced in terms of 
geography and a lack of contact, but also in terms of an inability to influence decision 
making which affects their service delivery. This sense of distance adds to the sense 
of powerlessness that service providers feel more generally, which is identified in 
Chapter 7. 
 
8.7 Issues of concern to rural providers - Rural disadvantage 
and broader service delivery issues 
 
There are many individual issues raised by service providers which are seen as 
impacting on service delivery of CACPs in rural areas. These issues need to be 
understood in the context of rural diversity overall, and vary from region to region. 
Many reflect more general issues in rural service delivery in communities distant from 
major cities. 
 
Staffing provides a good example here, with dilemmas in obtaining care staff in some 
regions being a significant cause for concern for providers serving more isolated 
client groups. In addition obtaining specialist allied health staff to address client 
needs is seen as a major problem. This is compounded by the travelling issue 
mentioned above which ‘eats into’ packages. In some other areas this was not seen 
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as an issue of concern. Staffing issues, for example, are not seen as a problem in 
some (though not all) large regional centres. 
 
Some services in different regions experience particular problems in obtaining 
services. Allied health, psychiatry, opportunities for social activities, and the provision 
of weekend meals are mentioned as significant issues. Whilst there is some diversity 
between regions in terms of what types of staff or services may be most needed, 
workers from some large regional centres as well as more remote locations found 
access to specialist medical and allied health services to be an issue. The need for 
affordable planned social activity groups to reduce social isolation was the next most 
frequently mentioned issue across different locations. One worker also commented 
that workers are often offered specialist training in making referrals (in this case in 
recognising mental health issues) but have no psychiatrists or close mental health 
service to refer to.  
 
“Podiatry is probably a good example. Our waiting list for podiatry care at the 
moment is 800.” 
 
“They have listed four agencies that deal with mental health issues and their…… 
aspects and you know, cultural, linguistics and diversity aspects, blah blah blah, none 
of those operate up here.” 
 
“Dollars aren’t going to answer the problems of having staff that are not there.” 
 
“Very often we know that (local region) Health provide a lot of allied health throughout 
the region, they have had trouble recruiting staff as well, the waiting lists have blown 
out.” 
 
Provision of case management staff can also be an issue in more isolated rural 
communities, and getting locums so staff can have holidays is a headache for 
services in more remote areas. 
 
“because we’ve only got the 25 packages so really we don’t, we only need someone  
to back me for leave and of course that’s not very attractive to anyone” 
 
“actually the person I was just talking to, I had her in here before was a potential  
locum and we have huge problems with locum coverage” 
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In summary 
Many of the issues of concern raised by workers in the delivery of CACPs reflect 
other concerns expressed by rural providers delivering services outside of 
metropolitan centres in Australia. Although there is some variation in the nature and 
prominence of these issues in different areas, staffing and the provision of specialist 
services are common concerns. 
 
8.8 Chapter discussion 
 
“You really are putting people, disadvantaging people who are more isolated, that 
can ill afford to be disadvantaged because of the costs of travel..” 
 
Rural service providers see themselves as doing the best they can within the 
limitations of the program and within the limitations of rural service provision more 
generally. They perceive some rural specific issues with CACPs, and voice some 
resentment that these issues were not thought of when the program was developed, 
resulting in disadvantage for rural service recipients. They also value many elements 
of rural practice, and the quality service they deliver.  
 
One of the most concerning aspects of the programmatic model for workers is that 
the most disadvantaged, the most isolated, who often have few choices regarding 
their lifestyle and few assets to bargain with, cannot access the program effectively. 
The degree to which workers feel that this represents discrimination, or is of concern, 
varies between workers and agencies. Many simply accept the reality and work 
around it as best they can. 
 
The issues identified by workers delivering CACPs in communities outside of major 
cities in Victoria also reflect broader health and welfare service delivery issues in 
these communities discussed in Chapter 3. However the combination of historical 
traditions, political agendas and ideas of new public governance which have 
underpinned service delivery choices for the CACPs program, also impacts on the 
rural service delivery process.  Existing flaws in the service delivery model have a 
rural dimension, often exacerbated by the location of service delivery.  
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Lack of consultation with stakeholders, adoption of existing models without exploring 
possible consequences, the process of ‘catch up’ policy making after service delivery 
has occurred, and the impact of political agendas are reflected in the issues raised by 
service providers. They have an impact on the program and a ‘rural specific’ 
dimension. Interviewees provide examples of broader themes that illustrate both how 
policy has been constructed and what these choices mean for rural service provision. 
The ‘one-size-fits-all’ approach provides an example. The rapid growth of an 
underfunded program rolled out to address political agendas rather than the 
development of a planned community care program to best address rural community 
needs, is another. 
 
The rhetoric of competition and choice, and the values of new public governance, 
underpin the service delivery model of CACPs and also have an impact on rural 
service provision. Multiple CACPs providers are available for service users to choose 
from, yet in many rural communities the cost of delivering travelling services reduces 
day-to-day care service choices significantly, again reflecting different perceptions of 
what ‘choice’ means to those receiving services. 
 
The delivery of the CACPs program represents an example of a manufactured 
market place, designed to provide the recipient with choice of provider. In rural 
communities this has resulted in an overall allocations model which workers feel 
does not result in the best use of scarce resources. It has also involved the 
introduction of new players into communities previously dominated by locally 
auspiced providers of community care.  
 
There is little resentment by workers regarding the introduction of state-wide services 
into rural areas, but some concern about the best use of resources, and some 
resentment about the confusing allocations process for new packages which is seen 
as lacking transparency. The attitudes of rural service providers to the 
Commonwealth government are ambiguous, with positive comments about the 
administration of the program and the relationships Commonwealth staff have with 
individual workers. Yet the Commonwealth is also seen as distant and lacking in 
awareness of (or interest in) rural service delivery issues. This sense of not being 
able to get their issues heard adds to existing feelings of powerlessness described in 
the previous chapter.  
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Workers delivering packages in these areas are ‘making it work in the interests of 
service users.’ Overall their comments are framed by their shared commitment to 
service users, their desire for their work and organisations to be recognised and 
valued, and their understanding of what constitutes the best approach to delivering 
services. Community diversity also impacts on their experience and understanding of 
the program.  
 
There is, however, a perception arising from the data that recipients outside of major 
cities have been disadvantaged by the construction of the CACPs service delivery 
model, and its inability to genuinely recognise or address rural specific issues. The 
program construction does not acknowledge the issues of distance and travel costs, 
nor the disadvantages many rural service recipients face in accessing other services 
they require. The more isolated the service recipient, the more disadvantaged they 
are seen to be.  
 
The overall construction of the program, with its emphasis on a ‘one-size-fits-all’ 
model demonstrates a lack of understanding of travel and isolation issues, and can 
also be regarded as an example of ‘metro-centric policymaking’. However it also 
indicates a lack of understanding of community care itself. Community care agencies 
provide services to recipients in their own homes, where they live, rather than 
requiring individuals to come into a central hub. Costs of travel should thus be at the 
heart of planning for a program such as this in rural communities, not an afterthought.   
 
CACPs staff work around constraints, and adapt their programs as best they can. 
Workers express a sense of distance from policy making and program administrators 
that is about more than geography, and travelling. They feel a gap in understanding, 
and a sense that issues associated with rurality are simply less important, less of a 
priority. They also express a sense of powerlessness reflected in an inability to get 
their issues heard, and of having little capacity to influence decisions which impact on 
their programs. 
 
Rein and Schon (1994) identify a discrepancy which often exists between a 
‘rhetorical frame’ and an ‘action frame’ for policy and service delivery, where the 
reality of other agendas and understandings frame what actually happens. This may 
well be the case with the delivery of CACPs, where a stated priority of addressing the 
needs of rural communities is overwhelmed by the reality of service delivery to an 
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urbanised society, and other political agendas such as expanding of community aged 
care services as quickly as possible. 
 
The CACPs program has been constructed as a ‘one-size-fits-all’ model that does 
not address rural issues, particularly the issue of travel that is an intrinsic part of 
community care delivery. The CACPs program makes few concessions to the 
disadvantages of location.  
 
Figure 8.6 provides a visual summary of the key elements the program construction 
building on Figure 6.8 in Chapter 6 and adding key features of the programmatic 
construction discussed in this chapter. It summarise the way in which the ‘metro-
centric’ mind set also frames the construction of the program. The interaction of 
different elements is also illustrated by the diagram, for example the development of 
quasi markets reflects both the new public governance frame, and also the metro-
centric mind set. 
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Figure 8.6 A diagrammatic representation of the construction of the CACPs 
service delivery model. 
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Chapter 9 
The discussion  
 
9.1 Introduction 
 
This thesis analyses the service delivery model developed to deliver CACPs in rural 
Victoria. It is underpinned by the view that policy is demonstrated by what 
government does, as well as by formal policy rhetoric, and that the experience of 
practice provides insight into policy and programmatic formulation (Henman & 
Fenger, 2006). It aims to address two questions: how has the service delivery model 
of CACPs been constructed, and what does this mean for service providers in rural 
communities?  
 
This chapter begins with an overall thematic summary of the key findings of the 
thesis and examines them in relation to existing Australian and international 
literature. These findings are then discussed in relation to the overall theoretical 
framework which underpins the thesis. The chapter concludes with an exploration of 
the implications of the findings for the future delivery of community aged care and a 
diagrammatic summary of the chapter. 
 
In the first section of the discussion chapter, the three key themes arising from the 
findings will be discussed in terms of both research questions. The role of each 
theme in the construction of the service delivery model, and the meaning of that 
construction for workers delivering the services will be examined. These themes are 
not mutually exclusive, and are often mutually reinforcing. They provide the coherent 
structure (Rein & Schon, 1992) that frames the way issues are understood, and 
choices are made in the development of policies and programs. These themes are 
generally assumed and unstated, and sometimes can be seen more clearly by what 
has been done in practice, rather than what is overtly stated in formal policy rhetoric. 
The three key themes of the thesis are described as historical legacies, political 
agendas and dominant discourse.  
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9.2 Constructions and Consequences  
 
9.2.1 Historical legacies 
 
The construction of the CACPs program indicates that unexamined historical 
traditions of service delivery have been adopted in its’ design. The ‘hybrid’ original 
construction of the service delivery model reflects the historical approach of working 
with not-for-profit aged care services by the Commonwealth, the managed care 
Community Options model of service delivery, and the funding tradition of the Hostel 
Options program. Even at the outset of the program, researchers noted that CACPs 
had “the potential to add to the complexity of funding and program boundary 
problems already existing in the community care field” (McVicar & Reynolds, 1992, p. 
124).  
 
The link to low level hostel type care reflecting the Hostel Options program continued 
long after this program was a footnote in the history of aged care services. Hostel 
Options programs operated with a ‘hostel in the home’ approach, and utilised a fixed 
amount of daily subsidy. Historical traditions are also reflected in a program which 
operates using a case management and brokerage model, but still with a ‘one-size-
fits-all’ fixed subsidy arrangement similar to the Hostel Options program. This ‘one-
size-fits-all’ approach with a fixed subsidy level does not change as the needs of 
service users change.  
 
The policy and programmatic rhetoric speaks of a program designed to help service 
users with low level, originally ‘hostel level’, needs. However the data suggest that 
many of the service recipients currently using the packages have high level needs or 
progress to higher levels of needs, yet the program cannot accommodate these 
changing needs. The relatively low levels of funding linked to this assumption of ‘low 
level needs’ has resulted in a program which has limited purchasing power. Many 
older people are better off not coming onto the program at all, even if they may 
benefit from aspects of the program such as case management, as the amount of 
brokerage funding is so limited. 
 
Agencies and workers adapt their practice to address these issues and ‘make the 
program’ work in a variety of ways. Agencies operate ‘global budgets’ and work to 
take on service users with different levels of needs. Workers creatively explore a 
 255
range of different options and supports to enable individuals to remain in their own 
homes. Yet many workers report service users whose needs cannot be met by low 
level packages, and who need to be transferred to higher level services almost 
immediately. The needs of the most vulnerable, such as service users living in 
isolated or remote areas, may be ignored as they cannot be maintained on the 
program.  
 
The ‘one-size-fits-all’ approach to funding CACPs is also reported by workers to have 
particular disadvantages for service users in rural areas, as issues of travel costs 
have only recently been addressed, and even now only in relatively remote 
communities.  
 
Some of these concerns are reflected in the literature, although there is little formal 
academic literature about the service delivery of the CACPs program. Research and 
opinion about community aged care assumes the intrinsic merit of any community 
care program, and is largely stakeholder based. Discussion of CACPs is generally 
embedded in a broader discussion of the sector as a whole, which is seen to be 
confusing, poorly coordinated and duplicative (ACSA, 2006; Allen Consulting Group, 
2007; Fine, 1997; Reynolds, 2009). These views, discussed in Chapter 3, are well 
supported by the findings of this thesis. 
 
Issues specific to CACPs are identified within the literature as inadequate levels of 
funding in relation to the needs of those on packages, full cost recovery issues 
(discussed below) and the overall lack of value in the program (ACSA, 2003, 2008a). 
The funding inadequacy of CACPs and the lack of value in the program are amply 
demonstrated by the findings of the thesis. However the most significant and 
fundamental issue resulting from the financial inadequacy of the program - that many 
individuals who are in need of case management are better off not coming onto the 
program - is not mentioned in the literature. This is possibly because it presents such 
a fundamental challenge to the value of the program. Agencies and peak bodies may 
be willing to raise concerns with CACPs, but not totally undermine an existing and 
extensive program. Issues such as the need for CACPs providers to market their 
services, or to persuade service users of the value of the program, are also not 
mentioned in the literature reviewed here. The final set of interviews contained 
material which suggests that workers increasingly have to work hard to convince 
people of the value of CACPs, which they usually ascribe to service users not 
understanding what case management offers.  
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This issue has particular implications for service providers and users in the rural 
context. CACPs have been established according to a model which demonstrates 
both a metro mind set and also the relative powerlessness of rural communities. For 
most of the time the program has been in operation, the amount of funding for a 
client in distant or unpopulated areas has been the same as for service users in inner 
city suburbs. Even now the level of subsidy is low or non existent for most rural areas 
in Victoria (DoHA, 2010). This issue impacts significantly on a program delivering 
community care in rural areas. Community aged care cannot be provided in a central 
location but involves travel by staff to people’s own homes. For those outside of cities 
the issue has multiple dimensions – travel for workers, getting service users to 
appointments they need, and ensuring that social isolation can also be addressed.  
 
Lack of understanding of rural issues has contributed to a sense of rural 
disadvantage by workers delivering the program. This historical link to the ‘one-size-
fits-all’ funding model has resulted in a program which does not address the issue of 
care being delivered to service users where they live, the defining feature of 
community aged care. This has particular impacts on rural communities where 
distance is a major issue in the delivery of community based services. The results of 
the thesis also indicate that in funding a large number of providers in aged care 
planning regions, the Commonwealth has apparently also not understood, or not 
cared, about the consequences of workers travelling large distances to service small 
numbers of service users, an inefficient use of resources. 
 
The thesis also identifies that elements of the program have changed over time, with 
a process of ‘catch-up policy making’ which has slowly addressed some of the issues 
of concern. Processes such as quality assurance appeared relatively recently, and 
issues associated with transport in rural or isolated areas have been addressed even 
more recently, despite being an obvious flaw in the program for some time. The 
program rapidly grew in the late 1990s. However these issues did not appear to be 
considered prior to this period of rapid growth. The original construction of the 
program was adopted without examining some of its underlying assumptions and 
possible consequences.  
 
Whilst the Commonwealth has developed other packaged care programs (EACH and 
EACH Dementia packages) to deliver greater amounts of care to those service 
recipients with higher needs who wish to remain in the community, these programs 
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only provide a small percentage of aged care places and do not address the demand 
for better funded packages. 
 
CACPs were established as a very small Commonwealth program in the early 1990s. 
The program has been expanded and numbers of packages have increased 
significantly since that time, with fundamental elements of the service delivery model 
drawn from a range of other programs being used without examination or change. 
This has resulted in a flawed program. These flaws undermine the credibility and 
usefulness of the program and do not relate only to choices made in terms of 
historical traditions. The needs of the target group and the best way to deliver 
services to them may have been subservient to, or at least significantly influenced by, 
other agendas and priorities which are discussed below. This begs the question, 
whose interests were served by the introduction of this program, and what is the 
program really trying to achieve? 
 
9.2.2 Political agendas  
 
The results of this thesis must be understood in historical and political context. Fears 
of an aged care tidal wave of frail elderly baby boomers demanding significant 
resources from a reduced population of working age Australians have been one of 
the most prominent identified social issues in the last twenty years (ACSA, 2002; 
AIHW, 2003; Australian Government Department of the Treasury, 2010; 
Commonwealth of Australia, 2004; Myer Foundation, 2004). This concern about how 
to deliver more aged care at an affordable cost is an international issue, with many 
countries choosing to develop ‘managed care’ models of community aged care, 
similar to CACPs (Healy, 2002; Litwin & Lightman, 1996; Stuart & Weinrich, 2001). 
CACPs have been expanded at this time of high visibility of ageing issues, with an 
emphasis on community aged care models. The Australian government has been 
able to significantly expand the number of aged care ‘places’, at the relatively low 
cost of CACPs delivery. This also links community care initiatives to the idea of 
residential on site ‘places’. An increase in ‘places’ per 1000 of the population over 70 
represents an easily counted and clear symbol that indicates that government is 
addressing the political agenda of ‘doing something’ about aged care. Government 
can also be seen to be developing more community care options, addressing the 
perceived choice of potential service recipients. Growth in community aged care has 
an assumed intrinsic merit and automatic value, rarely questioned.  
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Debates about which level of government in the Australian federal system should 
have responsibility for funding and policy making in aged care continue to impact on 
service coordination and planning. Confusion over the relative roles of state and 
federal governments in the delivery of aged care in Australia is widely reported within 
the literature (Bartlett, 2007; Fine, 1998; Kendig and Duckett, 2001; Pfeffer & Green, 
1997). The findings of the thesis indicate that this leads to poor use of resources, 
service overlap, duplication of services and problems for service users reflecting 
many of the concerns expressed in the literature (Allen Consulting Group, 2007; 
National Community Care Advisory Committee, 2001). Difficulties in moving between 
different programs in the system and consequent confusion for service users are 
linked to lack of cooperation between levels of government in the delivery of aged 
care services. The rapid expansion of CACPs and other managed care programs 
have changed the roles of the Commonwealth and states developed as part of the 
aged care reform process (see Chapter 2). This has resulted in a significant 
reconstruction of the community aged care sector, essentially bypassing the HACC 
alliance of federal, state and local governments, adding considerable complexity to 
the system. 
 
It is unclear in the documentation why the choice was made to rapidly expand the 
CACPs model, however there is no doubt that this expansion added to the confusion 
of a complex community aged care system. It appears to reflect an agenda on the 
part of the Commonwealth to increase levels of community aged care provision, and 
to have a greater level of control in the community aged care system, without 
negotiation with the states.  
 
The issues of a poorly coordinated, confusing and duplicative sector mentioned in the 
literature are amply demonstrated by the views of workers in the field. Whilst some 
workers identify these issues as being related to long term structural issues or state-
federal relations, others are more inclined to blame specific organisations or 
particular levels of government for lack of understanding or care. All, however, 
identify many issues which they have to ‘work around’ to deliver the best possible 
services to their clients. Some use metaphors such as a ‘labyrinth’ or a ‘patchwork 
mish mash’ to describe the sector. 
 
The expansion of the CACPs program also demonstrates what Lawson and Gleason 
(2005) call the “fiscal force” (p. 80) of the Commonwealth within the Australian 
federal system, which leaves other players with little recourse. Ultimately, unless the 
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Commonwealth chooses to share power with the states, centralisation of power 
occurs due to the ability of the Commonwealth government to raise revenue and 
distribute it as it wishes.  
  
The complexity of state and Commonwealth government relations in the delivery of 
aged care which is often mentioned in the literature (Bartlett, 2007; Kendig & Duckett, 
2001; Myer Foundation, 2004) is also reflected in the data. A key issue of concern to 
service providers which reflects Commonwealth/state tensions has been the ‘full cost 
recovery issue’, which impacts on the financial affordability of packages. This 
process, as stated in policy documentation, is designed to ensure that the 
Commonwealth does not pay subsidies for services twice. Service users should not 
receive a package and another Commonwealth subsidised service. However 
governments at other levels have refused to subsidise services to CACPs service 
recipients out of their own revenue, arguing that if service users are on a package 
they should pay ‘full cost recovery’. This refusal by other levels of governments to 
subsidise a variety of services needed by CACPs recipients reflects the poor 
planning in the service delivery model. This process is seen as significantly reducing 
the buying power of brokerage funds in the CACPs program. Political agendas and 
federal /state disputes over which level of government should pay for what services 
have resulted in attempts to ‘cost shift’ to another level of government to subsidise 
services. The needs of service users are seen by workers as being forgotten as part 
of this political process. 
 
The Commonwealth has not chosen to deliver the CACPs program itself, and in 
bypassing the existing HACC community care service delivery system, has utilised a 
variety of different service providers. Many of these service providers are large not-
for-profit non-government organisations, and this has had a significant influence on 
the consequent reconstruction of the community aged care sector. This alliance has 
by-passed the states in what, under the HACC model and the aged care reform 
process, had been a significant area of their involvement in aged care. Essentially 
the development of a variety of Commonwealth funded and not-for-profit delivered 
programs such as CACPs, has established another service delivery network in 
community aged care. The managed care program runs alongside existing HACC 
community care networks, and HACC managed Linkages program. Issues of 
coordination were not considered until well after the expansion of CACPs. 
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Whilst this alliance between the Commonwealth and the not-for-profit services 
reflects historical traditions in aged care and sits comfortably with ideas of new public 
governance discussed later in this chapter, it also reflects broader issues of service 
delivery reconstruction. Various authors (Brown and Keast, 2005; Hollander, 2008; 
Parkin and Anderson, 2007; Wilkins, 2006) have suggested that during the years of 
the Howard government, power became more centralised by the Commonwealth. 
This was not achieved by a process of taking power from the states directly, but by 
the Commonwealth developing alliances with other organisations to deliver services, 
essentially marginalising the states in the process. This process has been termed 
‘parallel federalism’ by Parkin and Anderson (2007). Hollander (2008) argues that the 
Howard government may have been interested in reducing the role of government in 
service delivery, but actually increased control by the Commonwealth government. 
The development of the CACPs model of service delivery provides an example of 
this process – and of problems with the process.  
 
The results of the thesis also indicate significant consequences of the application of 
parallel federalism to community aged care. Issues of coordination, duplication of 
infrastructure, different sets of regulations, poor use of limited resources and 
confusion for service providers all reflect this systemic reconstruction. The 
Commonwealth has acknowledged some of these issues, and suggested 
approaches which it feels may address them (DoHA, 2004b, 2009c). Issues of 
parallel federalism and of political agendas involved in the centralisation of 
community aged care are not well represented within the literature. 
 
However concerns in the literature about the cost effectiveness of the program are 
very much part of the research findings. Lack of cooperation and discussion with the 
states about the best way to deliver services, and which level of government should 
be responsible for what costs, has contributed to the ‘full cost recovery’ issue 
discussed elsewhere in the thesis, and poor use of limited resources.  
 
The developing role of the not-for-profit sector delivering community aged care 
programs means that the Commonwealth does not have to negotiate or coordinate 
with the states, or local government to achieve its goals. The changing role of not-for-
profit sector organisations in the delivery of community aged care increases their 
share of service delivery, encouraging them to operate in multiple locations. Although 
there are many locally auspiced community based services delivering CACPs, the 
results of this research illustrate how many large service providers operate in multiple 
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regions, and across the state. Concern has been expressed in the literature about 
the changing role and growth of the not-for-profit sector (Barraket, 2008; Dalton & 
Casey, 2008). Authors suggest that the boundaries are blurring between not-for-
profits and businesses, that the sector is not well understood within the community, 
and may be less likely to be subject to accountability by the community (Considine, 
2000; McDonald & Marston, 2006).  
 
Writers such as Barraket (2008) also suggest that this change in the not-for-profit 
sector has resulted in ‘moral mine fields’. These moral mine fields, or as one 
interviewee described them when referring to CACPs, ‘ethical conundrums’, are 
illustrated within the thesis. Workers and agencies juggle their intake with high and 
low needs recipients to make the program work, rather than focusing on those who 
could most benefit from the program.  
 
These not-for-profit agencies have thus become increasingly powerful in the 
community aged care sector as part of this process. Large not-for-profit organisations 
which operate in a businesslike manner in multiple locations, with the locus of power 
far distant from local communities, are doing the ‘rowing’ for government. They 
purchase personal and home care services from both not-for-profit and for-profit 
agencies and are largely independent of Victorian state run community aged care 
coordinating processes or structures. The results of the thesis demonstrate that the 
state government is not seen by many staff delivering CACPs as having any role, 
actual or potential, in the delivery of their programs. In the American context Estes 
(Estes, 1979, 1999; Estes, Alford & Regan, 2001) identifies the increasing power of 
the ‘ageing enterprise’. Whilst this is largely a for-profit sector in the US, in the 
Australian context these services may be seen to have their own vested interests in 
the reconstruction of the sector. 
 
Many of the workers interviewed for this thesis are employed by these organisations, 
and do not see themselves as part of large powerful state-wide organisations, rather 
as local workers operating in their own communities. However, the power and 
influence of these services in alliance with government must have a potential impact 
on service delivery in rural areas, and on relatively powerless community based and 
managed services who may struggle to compete with them.  
 
This sense that centralised policy makers do not understand the needs of rural 
communities is a common theme in the literature (Cheers, 1998; Humphreys et al. 
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2001; Williams & Cutchin, 2002). Cheers summarises this view when he argues 
“because they are urban based, staff of centralised structures generally have little 
understanding of specific rural contexts and, consequently can experience difficulties 
fitting services with needs and adequately expressing rural interests” (Cheers, 1998, 
p. 26). Policy makers operate in urban environments, and do not always appreciate 
the realities of rural life, or feel a need to address them. The service delivery model 
developed for CACPs reflects an urban centric mind set on the part of policy makers, 
and the lack of priority given to the needs of rural communities in an overwhelmingly 
urbanised Australian federation. 
 
The results of the study also suggest that rural workers feel a sense of distance from 
the centralised funding and administrative body. It is often difficult for workers to 
attend meetings in major cities. The Commonwealth bureaucracy is centralised and, 
according to workers, Commonwealth staff do not travel into rural areas often. 
Workers express frustration at poor feedback loops, and a sense of powerlessness. 
This is most strongly represented in the frustration regarding the allocations of new 
packages process, which is seen as erratic, lacking transparency, and where the 
Commonwealth appears to feel no need to justify its decision making processes. 
 
Since the rapid expansion of the CACPs program in Australia, the model of service 
delivery for community aged care delivered within the home has been reconfigured, 
significantly reconstructing the sector. Older Victorians who receive state subsidised 
aged care services care will still do so largely through the HACC program, generally 
delivered by local government. An increasing share of community aged care funding 
is now delivered by non-government not-for-profit services, often subcontracting to 
for-profit based providers of direct care to deliver their day-to-day services. 
 
The results of the thesis indicate that there are significant consequences for service 
delivery outcomes in this model. There is no evidence of any recognition of planning 
and coordination issues in the rapid expansion of the CACPs program. This may 
indicate a lack of understanding of the community aged care service delivery system 
by a far ‘distant’ Commonwealth government. It is, however, likely that potential 
consequences were secondary to the agendas of parallel federalism, political 
expediency and the values of new public governance discussed below. 
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9.2.3 Dominant discourse 
 
The construction of the CACPs model of service delivery is also framed by the ideas 
of the ‘neo-liberal agenda’ and of ‘new public governance’ which have been 
discussed elsewhere in this thesis. The emphasis on consumer choice, competition 
and of government as purchasers rather than providers, are amply demonstrated in 
the service delivery model of CACPs. Debates over the way in which community 
aged care services should be delivered are reflected in international literature, 
illustrating the dominance of this underlying discourse of service delivery in many 
western countries (Coolen and Weekers, 1998; Glendinning, 1998; Litwin and 
Lightman, 1996; Pedersen, 1998), despite an extensive critique (Considine, 2000; 
Lavery & Williams, 1996; McDonald, 2004). 
 
A key feature of the neo-liberal agenda is a reduced role for government, and an 
increased emphasis on individual provision and responsibility. The CACPs program 
does represent a significant investment by government in funding into community 
care service delivery for older Australians, and the AIHW argues that real 
expenditure on aged care increased during the period of the study (AIHW, 2005). In 
the longer term, the focus on private provision of income security in aged care via 
personally funded superannuation schemes may result in increased amounts of 
private provision in aged care and limited government collectivist involvement, except 
to marginalised groups. The CACPs program is also partially targeted towards 
groups seen as disadvantaged or lacking access to services (DoHA, 2007c). 
  
However the move to increase community aged care programs is also seen by some 
in the literature as reducing levels of government intervention, and being more about 
cost shifting from government to carers and communities whilst using the rhetoric of 
more choice for individuals (Wiles, 2005; Williams,1997). The peak body ACSA 
suggests that community aged care has “long been seen by governments as a 
means of controlling the costs of an ageing population” (ACSA, 2008a, p. 7), as 
carers support their family (and subsidise the program) with increased free labour. 
The limited resources and purchasing power of CACPs demonstrated within the 
thesis, means that community or family members will probably still have a significant 
role. This focuses the cost of caring back onto the community and away from 
government whilst the government can still address its political agenda and claim to 
be increasing the numbers of ‘aged care places.’  
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The use of not-for-profit providers to deliver CACPs reflects an emphasis on 
government developing policy and funding, rather than delivering services. Whilst 
there is a small number of local government providers of CACPs in rural Victoria, the 
service is predominantly delivered by the not-for-profit sector and health services. 
This reflects the dominant discourse of new public governance, historical traditions of 
residential aged care delivery and is compatible with the agenda of parallel 
federalism. 
 
Assumptions regarding the value of competition and the need for choice in delivery of 
the program also demonstrate this underlying discourse. The emphasis on 
competition is amply illustrated in the delivery of the CACPs program, where multiple 
providers have been funded in each region. This creates a ‘market place’ to ensure 
tendering competition for government, and choice of provider for service users. 
Concerns are expressed within the literature regarding this approach. These include 
the possibility that it will lead to monopolies by large providers with resources, and 
that competition within this created market place will be distorted by the different 
levels of power and resources between services (Glendinning, 1998; Healy, 1998).  
 
 The results of this thesis do demonstrate the growth in numbers of large providers 
working across the state in multiple locations. Concerns expressed in the literature 
(Glendinning, 1998; Randall & Williams, 2006) are reflected in the perceptions of 
workers that smaller providers find it difficult to compete with larger agencies in terms 
of their resources or their ability to influence city based stakeholders. However 
smaller providers do survive, and do get new allocated places, despite all the 
concerns about service viability expressed within the data and the literature (R. 
Greene, 2002; McCallum & Mundy, 2004).  
 
The main concern raised within the thesis is that this development of multiple 
providers in regions is inefficient and a poor use of scarce resources. Workers are 
supportive of competition, but query the need for so many providers in some regions 
and the costs of duplicating infrastructure. Workers are concerned about the way the 
quasi market has been developed, rather than the arrival of state-wide providers, or 
the idea of a managed market place. 
 
The impact of the introduction of multiple state-wide service providers on rural 
communities and locally auspiced agencies is not clear from the data. Many of these 
state-wide providers have their central decision making bases in Melbourne, and may 
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not have strong links with the communities where their services operate. Introduction 
of new providers in rural areas may also be an asset to those communities. Most 
service providers are generally more concerned about the number of providers, best 
use of resources and ensuring their own organisations are still supported. A minority 
expressed concern about the growth of state-wide services, their impact on local 
ownership of services and local community infrastructure. It should be noted here 
that the thesis focussed on the perceptions of workers administering the program, 
still the importance of community control over services, so strongly represented in the 
literature (Alt & Beatty, 2003; Cheers et al., 2007; Munn, 2003) is not a dominant 
theme in the data. 
 
As part of the CACPs program the government allows providers to broker services in 
whatever way they see fit. The Commonwealth has clearly chosen the not-for-profit 
sector to deliver the case management and day-to-day financial management of the 
program, rather than the for-profit sector or other levels of government. This may also 
reflect the assumed virtue and trustworthiness of the not-for-profit sector (McDonald, 
2000). 
 
Nonetheless, for-profit providers of personal care services are delivering significant 
amounts of on the ground service delivery. Organisational forms and boundaries 
between not-for-profit and for profit based services have also blurred. Examples here 
include some not-for-profit services developing their own personal care services and 
marketing them to other agencies, and a local government CACPs provider which 
contracts out its own HACC services to a for-profit provider. This reflects the view 
within the literature that a complex and varied mix of organisational forms have 
replaced traditional ideas of state and market as providers of services (Rose & Miller, 
1992). Workers do not identify differences between not-for-profit and for-profit 
providers, and see them as having similar characteristics, reflecting the findings by 
Randall (2008). 
  
The impact of competition models on service coordination and cooperation is also 
raised as a possible concern within the literature (Brown & Keast, 2005). The picture 
revealed in the thesis on this issue is complex. Most workers in this study report that 
they coordinate well together on a day-to-day basis. This reflects professional 
support for each other as workers, and a desire to foster the interests of service 
users, rather than any support for the system of multiple providers as developed by 
the Commonwealth. Workers emphasise the confusion for service users attempting 
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to navigate the complex community aged care system, yet at the same time they still 
demonstrate support for the overall value of competition.  
 
A key underpinning value of new public management is the idea of choice for 
consumers, which is provided by competition. Literature on the delivery of community 
based services suggests that the idea of consumer choice as defined by funding 
bodies and policy makers does not necessarily reflect the ‘choices’ which service 
users desire (Cooper & Jenkins,1999; Plath, 2002; Vernon & Qureshi, 2000).  
 
This debate about the definition of ‘choice’ is reflected within the thesis results. 
Workers feel that the choice service users want is to keep their home care staff, or 
have services at the times that suit them. These choices are seen by workers as 
being ensured by quality case management rather than competition and choice of 
provider. Workers feel that service users do not care much about CACPs providers, 
do not understand the difference between them, and do not have the ability or 
knowledge to manage the complex aged care system without help.  
  
Despite an awareness of negative consequences and problems associated with the 
delivery of CACPs, workers frame their understanding of the service in terms of the 
existing service model. This includes many of the basic tenets of the discourse of 
new public governance. Unless they work in local government, they do not see a role 
for other levels of government in CACPs delivery. They often phrase issues of 
concern about CACPs with rhetoric indicating that they feel competition is important. 
Workers also do not identify differences between personal care services in terms of 
the language of for-profit and not-for-profit services. Local government is seen as 
having the characteristics of for-profit services, which in turn are seen as offering 
similar levels of service to local government. All providers of direct care services are 
judged in terms of their ability to meet the needs of service providers, and 
organisational requirements of their agencies.  
 
There is little literature on the impact of ideas of new public governance on 
community aged care service delivery in rural communities. Concerns over the use of 
these models in rural communities in the Canadian context (Randall & Williams, 
2006) found that use of competitive tendering in rural areas led to ‘perverse 
outcomes’ and often resulted in less competition over time as some services became 
less viable. Whilst services with small numbers of packages continue to exist, 
concerns regarding their long term viability are often expressed within the literature 
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(ACSA, 2003; Greene, 2002). However these services continue to deliver packaged 
care on an ongoing basis. 
 
In much of the literature regarding rural service provision, community involvement 
and control of services are considered important elements to ensure best practice, 
deliver quality outcomes for service users, and foster the long term survival of the 
services (Alt & Beatty, 2003; Cheers et al., 2007; Munn, 2003). The allocation 
approaches of the Commonwealth seem inconsistent, at different times allocating 
packages to smaller locally based agencies, and at others the larger state-wide not-
for-profits in multiple regions. Community involvement in service planning and 
allocation does not seem to be a factor in service planning, as the advisory body for 
allocations includes peak bodies and major state and Australia-wide players, rather 
than having a community focus.  
 
However the desire to have multiple providers in regions and ensure choice of 
provider is evident. Many of the providers of CACPs in rural areas are based in 
Melbourne, and operate across multiple sites. Whilst it cannot be assumed that the 
growth of multiple providers in rural areas automatically means a reduction in local 
community involvement, some workers express concerns that local services may find 
it hard to compete, and that once more, rural communities may be far ‘distant’ from 
those governing bodies making decisions about their services.  
 
This thesis identifies the consequences of policy and programmatic choices 
underpinned by new public governance, as perceived by those delivering the 
program. Indirectly it provides information about these policy choices themselves, as 
ideas of new public governance are not often mentioned in the policy or program 
rhetoric, rather they have become an assumed part of the service delivery design.  
 
Despite an overall acceptance by workers, the results of this thesis demonstrate the 
consequences of the application of this model. These consequences include a 
perceived inefficient and duplicative use of scarce resources. Choice of provider is 
also not seen to be a major concern for service recipients, who have other priorities. 
These findings reflect the view expressed by some within the literature that “the 
implementation of market mechanisms may be seen as an end in itself” (Randall and 
Williams, 2006, p. 1603). 
 
 268
9.3 Exploring the construction of Community Aged Care: 
reflections on theory 
 
This thesis has been underpinned by an overall ‘critical theory perspective’, an 
approach to policy analysis that sees practice and service delivery as intrinsic 
elements of the policy making process. It also explores the way in which power 
operates as part of the policy making and service delivery process. This approach 
reflects a social constructionist epistemology in the development of the research 
questions, design of the methodology, and also the processes used to ‘make sense’ 
of the research findings. This section of the chapter discusses the findings of the 
thesis in the light of the theoretical assumptions, summarised below. 
 
 
 Key elements of this approach discussed in greater detail in Chapter 4 are: 
 
1. Issues, policies and service delivery choices must be understood in terms of 
both dominant agendas of powerful groups and dominant discourses in any 
given historical period. 
2. An exploration of practice can provide insight into policy making, political 
agendas and the role of the underlying discourse on policy making, as well as 
the consequences of policy choices. 
3. Issues, policies and service delivery choices must be understood in terms of 
the way in which power is distributed and operates within the policy making 
and service delivery process.  
 
9.3.1 Issues, policies and service delivery choices must be understood 
in terms of both dominant agendas of powerful groups and dominant 
discourses in any given historical period. 
 
Any effort at ‘making sense’ of the results of this research must locate the results in 
the context of the historical period, and of the social construction of ageing within that 
time. The focus on service delivery approaches in the thesis must also be understood 
in terms of the dominant discourse of service delivery which has framed the 
construction of the service delivery model. These issues were discussed in greater 
detail in Chapter 2 of the thesis, and further developed in the literature review. 
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In the last two decades the sense of the ‘ageing crisis’ associated with demographic 
change, has framed the way in which the issue of ageing is understood, and the way 
policies and programs have been constructed to address the identified concerns. The 
Australian government has continued to define the ageing of the population as a 
major challenge for the future (Australian Government Department of Treasury, 2002, 
2007, 2010).  
 
However, writers such as Estes (2001a) and Mullan (2002) suggest that the 
construction of ageing as a ‘crisis’ and a ‘drain’ on resources enables those in power 
to justify other political decisions. Estes (2001a) argues that issues are constructed in 
terms of the limitations of funding, rather than in terms of the citizenship rights of 
older people. Estes (2001a) suggests that the agenda of government is underpinned 
by a dominant ideology which supports a reduced role for government and greater 
levels of individual responsibility for social provision. 
 
This ideology has been described as the neo-liberal discourse within the thesis. Neo-
liberalism rejects ideas of collectivist provision as a way of making society more 
equal, emphasising, instead, individual freedom (Fenna, 2004). Government 
intervention in the lives of citizens is seen as promoting dependency, being inefficient 
and not addressing its stated goals (Fenna, 2004; Jamrozic, 2005). This approach 
has been dominant during the period of CACPs development and expansion, and 
has had a significant impact on service delivery models (Henman & Fenger, 2006) 
discussed above. It also adds to the attraction of using community care as a 
programmatic option as community care is seen as a cheaper option (Randall & 
Williams, 2006), reducing the amount of government funding required from taxation 
revenue. 
The costs of providing aged care services for a population living longer, but often with 
a degree of disability, is a key concern of government at this point in history 
(Australian Government Department of Treasury, 2002, 2007, 2010). Increased 
levels of community aged care are seen as part of the solution to addressing this 
concern, and as being a desirable option for service recipients as well, the assumed 
‘win-win-win’ situation (Bruen, 2005). Staying at home, and out of residential care, is 
seen as being the preferred choice of the elderly. However an increase in community 
care is also considered to provide a way of containing costs for government, and this 
may reflect financial agendas of cost management (ACSA, 2008a; National 
Community Care Advisory Committee; Wiles, 2005; Williams, 1997). Wiles (2005) 
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suggests that as older people remain living in the community longer, family and 
friends are increasingly doing more of the service provision. Community care is 
cheaper partly because of the cost shifting process that is taking place.  
 
Managed care models of various types such as CACPs have been developed 
internationally as part of this increased focus on community care (Coolen & Weekers, 
1998; Litwin & Lightman, 1996). They represent attempts to deliver more aged care 
services at an affordable cost, whilst allowing individuals to stay in their own homes. 
A key finding of this thesis is that the amount of care provided by the CACPs 
program is insufficient to address the needs of the service users, and purchases 
relatively small amounts of care according to service providers. CACPs funding 
levels are not linked to changing service users’ circumstances, so ‘one-size-fits-all’. 
This also contains costs for government. The EACH program is growing, and does 
provide more substantial community care funding, but it is a relatively small program 
in comparison to the CACPs program.  
 
At the same time the rapid expansion of the CACPs program has also reflected other 
political agendas of government. Parkin and Anderson (2007) have identified the 
development of a model of parallel federalism in the delivery of many services. This 
approach effectively bypasses the state governments, such as the Victorian 
government. The Commonwealth develops direct alliances with key players such as 
the not-for-profit sector, often in areas such as community aged care, where the 
states and local government had traditionally played a significant role. The delivery of 
CACPs demonstrates the development of an alternative to traditional federalism in 
service delivery; an alliance between the Commonwealth government and large not-
for-profits.  
 
The results of this thesis demonstrate the power of some key players in pushing their 
agendas. The Commonwealth government is revealed as the most significant and 
powerful player in the political context, able to introduce new services and 
reconstruct a service delivery network due to its financial resources and associated 
power. The alliance of the Commonwealth government and the large not-for-profit 
services does not completely ignore other players such as the states and local 
government, yet these other players are relatively powerless to prevent changes.  
 
This thesis also demonstrates the growth of the other powerful players in the 
community aged care sector, by illustrating the way in which large not-for-profit 
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services are developing state-wide networks of services operating across rural 
regions. These agencies are powerful state and nation-wide players with allegiances 
to the Commonwealth, and with little formal connection to the rural communities in 
which their services operate. They have the power to negotiate and lobby state-wide 
and nation-wide with a central government, and are delivering a significant amount of 
services with increasingly large budgets. They could be seen to mimic a businesslike 
focus on growth, even though they are not-for-profits. This reflects the view of Estes, 
Alford and Egan (2001) in the US that small not-for-profits are being replaced by 
larger services. They identify a blurring of the roles and models in this expansion of 
large not-for-profits. To be successful, these organisations must behave more like 
businesses sharing the values, methods and approaches that will ensure their 
growth. This view is supported by the expansionist behaviour of services 
demonstrated in the thesis. 
 
There are many debates in the literature regarding the growth of the not-for-profit 
sector, and whether it represents a growth in the ‘civil society’ (McDonald, 2000) or 
the ‘shadow state’ (Wolch, 1990) (see Chapter 3). However in the context of 
community aged care, this growth has contributed to a reconstruction of the sector, 
resulting in a reduced role for other levels of government, and the increased potential 
power of the not-for-profit sector. The not-for-profit sector has increasingly become 
part of the service delivery arm of the Commonwealth government in an era of 
parallel federalism. However these choices regarding service delivery design do not 
seem to be articulated or explored in any of the formal policy documentation rhetoric 
which has been identified within the thesis. They are assumed as part of the service 
delivery model, and reflect a view of the way in which the service delivery model 
should be ‘designed.’  
 
In the American context, Estes (1999) argues that the not-for-profit sector has been 
transformed as part of the ‘ageing enterprise’, framed by public policies reflecting a 
neo-liberal agenda. Estes and Alford (1990) consider that not-for-profit services have 
become a resource for government and also a buffer, distancing government from 
the day-to-day consequences of service delivery. Whilst the majority of the CACPs 
program in Victoria is delivered by not-for-profits rather than the for-profits of the 
American context, these services still provide a buffer and a resource for 
government. Government is able to implement a parallel federalism agenda using a 
range of service providers whose ‘virtue’ (McDonald, 2000) is unassailable. 
 
 272
Understanding the role of the dominant discourse of service delivery also forms part 
of the overall framework to ‘make sense’ of the research results. During the period of 
the rapid growth of the CACPs program, the market discourse has framed 
understanding of the best way to deliver services. The power of the dominant service 
delivery discourse is reflected in the delivery model of CACPs, underpinned by ideas 
of neo-liberalism.  
 
The construction of the service delivery model developed to deliver CACPs shows 
clear evidence of market-type approaches. This includes an emphasis on choice, the 
development of managed markets to ensure competition between providers, the 
focus on the rights of the informed consumer to complain in documentation, and the 
rejection of government as service provider. In addition, despite the use of not-for-
profit services to basically manage the CACPs program, for-profit services have 
grown and developed as the providers of the day-to-day service delivery. The thesis 
results also suggest that workers do not distinguish between not-for-profit and for-
profit providers in service delivery contexts. This indicates an acceptance of this 
discourse by workers which is discussed in greater detail below. 
 
9.3.2 An exploration of practice can provide insight into policy making, 
political agendas and the role of the underlying discourse on policy 
making, as well as the consequences of policy choices. 
 
Understanding practice is an important part of understanding policy, service delivery 
choices, as well as the consequences of those choices. The role of workers in the 
‘front line’ to adapt their practice and make policy as part of this process has long 
been documented in the human services field (Lipsky, 1980; Jones and May, 1992). 
However, this thesis looks at the way in which dominant discourse is reflected in both 
written policy making and service delivery, influencing informal practices and the way 
in which workers construct their ideas and practices (Henman, 2006). Policy is thus 
adapted but also reinforced by a process of ‘making it work’. 
 
The role of practice is explored in three ways in this section of the chapter. Firstly, 
exploration of service delivery practice illuminates elements of policy that are not 
stated in formal documentation. These include the unexamined assumptions which 
underlie policy making and which impact on service delivery and programmatic 
outcomes. Secondly, the results also demonstrate the way in which workers 
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delivering services frame many of their ideas about the program in terms of dominant 
discourse, thus reinforcing it. Finally, the results demonstrate the way in which the 
program is adapted to ‘make it work’ for service users, workers and agencies.  
 
As discussed elsewhere in the chapter, the CACPs program is constructed in terms 
of unstated assumptions rarely mentioned in programmatic documentation, reflecting 
the discourse of new public governance. It is only through exploring what happens at 
the service delivery level that issues associated with competition and choice can be 
fully identified. The focus on multiple not-for-profit providers subject to a competitive 
tendering process is clearly demonstrated in the findings, but rarely mentioned in the 
programmatic documentation. The development of a service delivery system based 
on competition between multiple providers is not seen as a policy or programmatic 
choice, but rather represents normalised assumptions about service delivery. The 
way in which this model of service delivery has developed and grown has become 
visible through an exploration of what happens when the program is implemented.  
 
 Workers delivering CACPs frame their understanding of the program in terms of the 
dominant service delivery discourse, and this reinforces the ideas of new public 
governance. They construct many of their responses in terms of the ideas and 
language of formal program rhetoric underpinned by the dominant service delivery 
discourse. The basic service delivery model and the assumptions which underlie the 
model are broadly, but not universally, accepted. Despite this, most workers identify 
problems with the program that call into question the value of these assumptions 
regarding the program design. The value of choice and competition, for example, 
was often asserted, even if it was immediately qualified with an example of a problem 
with the process. Quality service delivery is seen by workers as including elements of 
competition and choice, any other service delivery model is ‘unthinkable.’ Thus the 
discourse of new public governance has become the “normative prescriptions for 
action” (Fischer, 2003, p. 144). 
 
The language of neo-liberalism has become entrenched in the way in which issues 
are discussed and debated, reflecting the power of the neo-liberal discourse 
discussed above. This is explored in greater detail in the next section of the chapter. 
Workers operating in the field understand what they are doing in terms of a shared 
knowledge and language which provides a common way of understanding issues 
and determining actions to be taken. 
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Very few workers identify the need for major changes to the service delivery design, 
rather the need to ‘tinker’ with the program in the interests of clients or agencies. 
Issues which might be seen as of concern for service providers more broadly, such 
as the growth of state-wide services rather than local services, are perceived to be of 
less importance than the impact of having multiple services competing within any 
given area, which is seen to be inefficient.  
 
Workers express pride in their service delivery, and often discuss the program in 
terms of how they ‘make it work’ – getting on with the job regardless of problems. 
They provide many examples of the way in which they deal with the consequences of 
policy and service delivery choices, by making the program work in the interest of 
service users. In this way, informal practices reinforce the model of service delivery, 
and thus the basic service delivery design remains unchallenged. Agencies ‘juggle’ 
budgets, plan their service user intake to ensure a balance of clients, develop 
creative service delivery arrangements, market and promote their services, and 
justify the positive elements of the program especially case management. Others 
report a ‘cherry-picking’ process in relation to service users whose needs may be 
great, or who live too far away, and ethical dilemmas in choosing who will receive 
what service. This means that the most vulnerable or isolated rural recipients may 
not receive the services they need. Agencies must include a variety of service users 
with fewer needs in order to survive, given the funding inadequacy built into the 
program. By making the program work, they are both interpreting it, and reinforcing it.  
 
9.3.3 Issues, policies and service delivery choices must be understood 
in terms of the way in which power is distributed and operates within the 
policy making and service delivery process.  
 
This section of the chapter explores the way in which power operates in the policy 
making and service delivery process. Rose and Miller (1992) argue that a new 
approach is needed to understand the way power operates following the 
implementation of the neo-liberal agenda in delivery of health and welfare services. 
Whilst it may appear that there is less of a role for government as more and more 
services are delivered by different providers, they argue that a complex array of 
different groups, allies and authorities now ‘govern at a distance’. It is not less 
government, but rather a changed form of government, which represents a 
transformation in the way government operates. They do not argue that the state has 
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no power, but rather explore the way in which it holds onto power. They see the state 
as only one locus of power, there are many others (Rose & Miller, 1992). The 
process of service delivery of CACPs represents an example of the way in which 
government operates ‘at a distance’, where ideas framed by dominant discourse are 
shared by various actors in the service delivery process. 
 
Rose and Miller (1992) argue that old ‘oppositions’ such as public/private, 
government/ market and state/ civil society “do not adequately characterise the 
diverse ways in which rule is exercised in advanced liberal democracies” (p. 2). 
Government may appear to set a distance between the state and other institutions, 
but influences institutions in other ways to ‘govern’. This governance is not just about 
rules, regulations and procedures but a shared ‘mentality of rule’ based on a shared 
understanding of knowledge, and ideas about what constitutes the best option for 
service delivery. 
 
Rose and Miller (1992) argue that health and welfare institutions, which now deliver 
many of the services previously delivered by government, operate ‘at a distance’ 
from government but are no less governed. Even when those who control these 
institutions have significant amounts of power in the administration of programs, the 
shared understandings and priorities which underpin program service delivery still 
ensure that the services are governed in a particular manner. This thesis 
demonstrates that workers do not construct issues in terms of the ‘old oppositions’, 
and new service forms are developing underpinned by shared mentalities of rule.  
 
Rose and Miller (1992) also suggest that power is reflected by what actually 
happens, rather than just the clear lines of formal authority, or a written codified 
discussion of rules and regulations. This is also illustrated in the thesis results. The 
impact of the unstated but shared and accepted ideas regarding the way the CACPs 
program should operate provides an example. Ideas (especially when linked to 
resources), become shared by those undertaking the service delivery, and become a 
shared set of norms or a shared ‘mentality’ of those who govern as part of a complex 
service delivery network (Rose & Miller, 1992).  
 
In many ways the findings of this thesis support these ideas about the way in which 
power is located, and reinforced at different loci within the policy making and service 
delivery process. They also support the idea that key players, including those doing 
the service delivery, construct issues and service delivery choices in terms of 
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dominant ideas which become normative, preventing other ideas from even being 
considered as possible. These ideas reflect the dominant discourse of service 
delivery, but also the agendas and interests of key players. The discussion in section 
9.3.2 regarding the way in which workers construct ideas about good service delivery 
in terms of this shared mentality of rule, and then adapt the program to make it work 
effectively covering up its flaws, provides a clear illustration of this process. 
 
Although the data in the study illustrates this ‘shared mentality of rule’, the ‘neo-
liberal agenda’ is by no means the only way in which issues are framed by workers 
when exploring the service delivery models from their personal points of view. 
Workers in this study reflect the ideas and attitudes of the service delivery sector, not 
unexpectedly focusing on the survival and success of their own organisations. Issues 
such as allocation of packages and numbers of introduced competitors are of more 
significance to workers within the data than, for example, issues of local community 
autonomy or control over services. In addition, the needs of service users and 
workers’ professional pride in their work also impact on their understanding of issues 
and their perceptions regarding what should be done to improve the program.  
 
Nonetheless the thesis does demonstrate the changes that have resulted from the 
‘neo-liberal agenda’ - the state governing from a distance using a variety of different 
organisational forms to deliver programs, and where the power of government is 
represented by a shared mentality of rule. As Scourfield (2006) suggests, it has 
become impossible to suggest or think of alternatives, such as suggesting a greater 
role for service delivery by any level of government, as these ideas have become 
‘unsayable’, by players within the service delivery network. 
 
However, ideas of governmentality do not fully explain the way in which power 
operates within this policy making and service delivery process. The thesis also 
demonstrates the continued power of the institution of the state as well, and of the 
power of key political players as part of this process. The role of the Commonwealth 
government in the reconstruction of the community aged care network represents an 
example of ‘fiscal force’, driven by political agendas discussed earlier in the chapter. 
Whilst the development of CACPs represents an alliance between the 
Commonwealth and the not-for-profit sector delivering the services, the 
reconstruction of the community aged care sector has only been possible because of 
the fiscal power of the Commonwealth.  
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The thesis also demonstrates that certain groups who lack power, may be 
disadvantaged as part of this process. Workers, agencies, service users, and rural 
service users in particular, can be disadvantaged and lacking in power. Workers 
identify feelings of powerlessness in the face of the many concerns they have about 
CACPs. The attitudes and relationships of workers towards the Commonwealth also 
indicate ambivalence towards their key funding and regulatory body. The allocations 
process in particular is one area where workers feel they have no control; they are 
powerless and feel a strong sense of distance from the decision makers. This sense 
of distance is both geographical and a sense of the ‘distance’ of the funding body 
from the reality of rural service provision and what it means, reflecting the view in the 
literature of policy making as dominated by ‘metro mind-sets’ (Humphreys et al. 
2001; Williams & Cutchin, 2002).  
 
Service users of CACPs are also disadvantaged by the flaws in the service design of 
the program identified in the thesis. Far from becoming more articulate consumers in 
an aged care market place, they are disempowered by the existing system. The 
limited purchasing power of CACPs, issues in cost shifting, inability to access the 
services they need and poor planning and coordination with the states, impact at the 
individual level. Workers report confusion amongst service users regarding the range 
of different programs and their varying eligibility requirements. They struggle to deal 
with the day-to-day implications of policy choices over which they have no control, 
and no power. 
 
There is also evidence of disadvantage at the individual level relating to rural issues. 
A lack of recognition of the impact of travel and the associated rural disadvantage is 
a prominent theme in the Australian and international literature (Dobbs & Strain, 
2008; Lehman, 2005; Sims-Gould & Martin-Mathews, 2008). The impact of travel 
costs for workers, personal carers and also to transport individuals to other services 
adds significantly to the costs of service provision in rural areas. This was not 
addressed by the Commonwealth in the rapid expansion of the program, reflecting 
the powerlessness of the rural consumer when policies are being developed.  
Estes, Biggs and Phillipson (2003) suggest that individuals experience the effects of 
public policy differently according to their status and access to resources, and that 
disadvantage across the life course is thus replicated into old age. The needs of rural 
and remote communities have always been a stated target for the delivery of the 
CACPs program. Despite this focus, and the development of the program in rural 
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areas, the lack of recognition of the travelling needs of case managers, care workers 
and service users suggests an urban-centric focus on the part of those designing the 
service delivery model. The introduction of new services into rural areas reflects 
market based approaches to ensure competition and choice of provider. Whilst the 
motivation for this may be administrative rationality based on assumptions of 
efficiency, it is still highly centralised without a focus on interaction or consultation 
with rural communities. Structural disadvantage associated with rural living in the 
literature (Alston, 2005; Cheers, Darracott & Lonne, 2007; Davis & Bartlett, 2008; 
Dibden & Cheshire, 2005; Gray & Lawrence, 2001) may thus be exacerbated by lack 
of recognition of rural issues by a highly centralised and far ‘distant’ administration. 
This aggravates existing disadvantages in the delivery of health and aged care 
services illustrating the idea of disadvantages across the life course being reflected in 
older age (Estes, Biggs & Phillipson, 2003).  
The thesis demonstrates that the choices made by government in delivery of this 
program are the result of a combination of political power embedded in structure, as 
well as the power of dominant discourse. Whilst the ideas of governmentality are 
reflected in the thesis, especially in the way in which practitioners adapt and reinforce 
policy and programmatic choices, ideas of governmentality alone cannot fully ‘make 
sense’ of the data. Ultimately the dominant fiscal force of the central Commonwealth 
government has allowed it to reconstruct community aged care in alliance with the 
not-for-profit sector, as part of the parallel federalism agenda.  
 
9.4 In summary 
 
The thesis focuses on service delivery approaches to delivering CACPs. A model of 
service delivery is defined as ‘the underlying scheme of a service delivery system, 
reflecting the key features which distinguish it from other alternative ways in which 
the system can be designed. It reflects the broad design principles which may relate 
to ideology or dominant discourse regarding the most appropriate way in which 
services should be delivered’. The CACPs model of service delivery is defined as ‘a 
model of service delivery in community aged care offering service brokerage and 
case management to recipients assessed as needing low level care; largely delivered 
by not-for-profit organisations, but fully funded and administered by the 
Commonwealth government and underpinned by a discourse of new public 
governance.’ 
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This defined model of service delivery for CACPs is framed by historical 
Commonwealth approaches to service delivery in aged care, underpinned by 
assumptions about the values of competition and choice, and delivered to address 
political agendas. The CACPs program has grown rapidly in the last 10 years, 
utilising this basic ‘service delivery design’ which is perceived by service providers to 
result in less than optimum outcomes for service users. The findings of this research 
reveal a program full of contradictions and where the rhetorical statements of goals 
and aspirations for the program do not necessarily reflect what happens in practice, 
or result in best use of limited resources for service users designated as target 
groups. The roll out of this model, significantly expanding a minor Commonwealth 
program, has had consequences for all stakeholders which the Commonwealth has 
been dealing with in a ‘catch up’ process ever since. 
 
The unstated and unexamined assumptions which underlie the CACPs service 
delivery model have resulted in significant coordination and cost shifting issues with 
the states. This undermines the goals of the program, and reveals structural flaws in 
the Australian aged care system. This does not mean that the program does not 
deliver high quality services to many older Australians. It does demonstrate the way 
in which agendas and unexamined assumptions result in the ‘construction’ and 
‘reconstruction’ of policy and service delivery, ignoring consequences of service 
delivery choices. 
 
The findings suggest that policy making in community care has often occurred ‘on-
the run’, reflecting political agendas and unchallenged historical patterns of service 
delivery. They indicate a lack of awareness by the Commonwealth of issues in 
community aged care for rural service providers in particular, or possibly a lack of 
priority given to these issues in terms of other competing agendas. They also 
suggest that ‘managed care approaches’ as developed by the Commonwealth 
government have significantly changed the way in which community aged care is 
delivered, reconstructing the system from the model developed following the aged 
care review of the late 1980s.  
 
In addition the perceptions of workers regarding the service delivery model of CACPs 
demonstrate the way in which workers accept the key underpinning framework of 
government policy and service delivery models, and ‘make’ the program work. 
However, workers also identify many flaws with the developed model of service 
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delivery which impact significantly on their perception of the overall value of the 
program for service users.  
 
CACPs have been constructed to address political agendas, such as the need to 
deliver more aged care in a community based, relatively inexpensive way. Their 
growth has also contributed to developing the role and power of the Commonwealth 
in the sector.  
 
The construction of the program also reflects long term political debates and ongoing 
arguments over what level of government should fund what type of service in aged 
care. The consequences of political contests have included reducing the purchasing 
power of CACPs, adding to the duplication and complexity of an already confusing 
sector, and effectively reconstructing the community aged care sector with the 
Commonwealth as major player. The findings demonstrate how policy and programs 
are interpreted and reinforced by actors at a variety of levels in the policy making and 
service delivery process, but also the way in which the dominant power of the 
Commonwealth exerting its fiscal force has lead to this reconstruction of the 
community aged care sector. These findings and their implications are demonstrated 
visually in Figure 9.1 at the end of the chapter. 
 
9.5 The implications of the thesis for delivery of community 
aged care 
 
“If only someone could get the Commonwealth to listen…………….” 
 
One of the stated aims of this thesis was to ‘use this understanding to contribute to a 
more effective and efficient delivery of community aged care in Australia’. This 
section of the chapter will explore possible implications of the findings for a changed 
or redeveloped community aged care sector in Australia. It is tempting, given the 
complexity and messiness of the community aged care system to advocate starting 
all over again, but this is of course not practical or feasible. Despite this systemic 
complexity, the quality of the day-to-day care provided within the various community 
aged care programs is rarely questioned in the literature. This discussion draws on 
the thesis findings to make some specific and more general suggestions about 
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service delivery. It begins with a discussion of the CACPs program specifically, and 
then considers broader implications of the study. 
 
It is not the aim of this thesis to evaluate the quality of CACPs service delivery, or the 
levels of satisfaction with it. In the process of interviewing those who deliver the 
program, their dedication to the service recipients and commitment to providing high 
standards of care was reflected in their thoughtful responses and willingness to 
participate in the study. Rather, the thesis explores the impact of the service delivery 
model, the basic design features of the program and what this has meant for those 
undertaking the actual service delivery.  
 
The consequences of this service delivery design have been discussed elsewhere in 
the thesis. They include an inbuilt financial inadequacy which contributes to an 
internal contradiction within the program. The program targets those with ‘complex 
needs’, but the model established to deliver those needs has inbuilt flaws that result 
in few brokered resources to address ‘complex needs’. The introduction of the 
program has also added to confusion in an already complex and poorly coordinated 
sector. The Community Aged Care Packages program does not address the 
complexities, or needs, of rural communities. Most significantly of all, the program is 
not seen as reflecting the best use of the limited resources available to meet the 
needs of an ageing population. This does not mean that the quality of service 
delivery is poor, or that the services delivered are not valued by those who receive 
the care. 
 
However the program is in need of a major overhaul. It needs to be reviewed and be 
more clearly targeted to those groups who may require significant amounts of 
services at home, rather than those who can generally receive about the same 
amount of services via the HACC program. The existing programmatic model does 
not include the purchasing power to achieve its goals. Whilst peak bodies advocate 
the need for an ‘intermediate’ level of packaged care, this does not address the 
issue. If service recipients do not need large amounts of care, they can use the 
HACC program; a managed care program may not be indicated. 
 
Funding should also be linked to an assessment of changing needs as people 
become increasingly frail, as in the residential sector, rather than a ‘one-size-fits-all’ 
approach’. These suggestions will of course use up greater amounts of funding and 
may result in a reduced number of packages and less ‘places’, but recipients will be 
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getting a service that meets their needs. If case management is needed even though 
small amounts of services are indicated, there should be opportunities to fund limited 
case management through HACC services. 
 
In rural communities, the government should consider a rationalisation of providers, 
to ensure that community needs are met and also that the best use is made of 
resources. The literature emphasises the importance of community control of 
services in rural areas (Alt & Beatty, 2003; Cheers, Darracott & Lonne, 2007; Munn, 
2003), however this issue was a concern to only a minority of interviewees in the 
research. If the thesis had focused on other rural stakeholders, they may have had a 
different perspective. It is also possible, however, that the addition of a city based 
provider into a regional or rural area may also be an asset to a community with few 
other services. The Commonwealth needs to explore a consistent way to assess the 
needs of local communities, and to make decisions about who should deliver what 
services in these communities.  
 
The model developed for delivery of packaged care programs should also 
acknowledge issues of rural disadvantage. This should particularly focus on distance 
and travel, not just in terms of service delivery in community settings, but also in 
terms of the travel required to access other basic services in isolated areas. 
However, a more complex formula which addresses rural diversity and disadvantage, 
rather than just focussing on geography, is also indicated (McGrail & Humphreys, 
2009). Community care involves taking care to people in the places where they live, 
recognition of the best way to do this is fundamental to its delivery. 
 
The use of competition based models to deliver services in rural communities, and to 
underpin the delivery of community aged care, is challenged by the findings of the 
thesis. The use of multiple providers across rural regions should be reconsidered, 
with a view to a possible rationalisation of providers in some regions. There may be 
an unstated rationale for what seems to be a very confusing and inconsistent 
approach to the allocations of packages across regions, but the replication of 
infrastructure must impact on best use of resources. It is also worth noting that the 
literature (Allen Consulting Group 2007; Plath, 2002; Vernon & Qureshi, 2000) and 
the thesis data suggest that service recipients are more interested in choices 
regarding the day-to-day delivery of their care, than choice of a provider. Ideas of 
new public governance need to be challenged when they result in what Randall and 
Williams (2006) describe as ‘perverse outcomes’. The introduction of multiple 
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providers does not necessarily increase desired choices for recipients, and by adding 
to infrastructure costs may reduce the amount of resources available for service 
delivery. 
 
The research within this thesis was initiated due to concerns by various stakeholders 
in the community aged care sector who felt that the CACPs program was being 
rapidly expanded without any consultation with other elements of the community 
aged care sector. The findings of the thesis indicate that there are a number of 
issues that the Commonwealth needs to consider, if it continues expanding its role in 
the community aged care sector.  
 
In the document ‘The Way Forward’, (DoHA, 2004b) the Commonwealth addresses 
issues associated with the complex community aged care sector, demonstrating that 
it sees its role as determining policies that affect coordination. However the 
Commonwealth role in coordination of community aged care services at a local level 
is unclear. The power of the Commonwealth in alliance with service providers to 
deliver community aged care services has made it a key player in this field, yet it 
lacks a regionalised bureaucracy. Who will ensure local coordination, and what will 
be the role of the Commonwealth in this process?  
 
The role of the Commonwealth as a standard setter and monitor of standards is also 
a confusing and evolving issue. The findings of the thesis indicate that workers feel 
the Commonwealth is far ‘distant’ from day-to-day service delivery, and it has taken 
some time for guidelines and monitoring procedures to be set in place. Is it better to 
trust in the professionalism of agencies and workers as part of the parallel federalism 
model, or have the Commonwealth take a more hands-on role in relation to day-to-
day choices in service delivery? 
 
This thesis also explores the implications of the allegiance of the Commonwealth and 
the not-for-profit sector as an alternative to state or local government run services in 
the delivery of Community Aged Care Packages. The nature of local ownership of 
services in a parallel federalism approach also needs to be considered. What model 
of service delivery does the Commonwealth wish to foster – locally owned and 
auspiced services or nation-wide not-for-profit services where there can be 
economies of scale, and fewer key players? The delivery of Community Aged Care 
Packages in rural communities suggests an ambivalent and variable approach to this 
issue. 
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The thesis also tracks the changing role of the not-for-profit sector as the potential 
service delivery arm of the Commonwealth government. It does not make an 
assessment of the value of this approach, but does provide a demonstration of it. 
Large not-for-profit agencies are growing, and becoming established in a variety of 
locations. The potential implications of this development for rural communities need 
to be researched further. The literature (Alt & Beatty, 2003; Cheers, Darracott & 
Lonne, 2007; Munn, 2003) indicates that community ownership and engagement in 
rural service delivery is an important factor in its success; this may need to be 
explored in the light of the changes taking place in the sector. 
 
Finally it has become something of a truism to say that state and federal 
governments must work to rationalise their respective roles in aged care. Despite the 
fact that this is so evident to all concerned, it is a point that still needs to be made in 
relation to the findings of the thesis, which clearly demonstrates the consequences of 
not addressing this issue. The literature tells us that cooperation is possible (Clark, 
1997; Munn, 1999). It may seem simpler to adopt a centralised government role for 
delivery of services, and not have to deal with different states with different political 
agendas of their own. This thesis demonstrates the complex problems that may 
result when the states are not involved in new plans for a sector where they have a 
continuing significant role. 
 
In the expansion of Community Aged Care Packages the government attempted to 
address the need for more aged care services with a program which was available, 
and which fitted well with political agendas and ideas about how services should be 
delivered. The findings of the thesis suggest that the service delivery model is 
seriously flawed. The thesis demonstrates the power of the Commonwealth 
government to develop alliances to achieve its agendas, but also its lack of 
experience in service delivery. This section of the chapter is introduced by a quote 
which reflects the sense of powerlessness many stakeholders feel in relation to the 
Commonwealth government. The results of the thesis do not enable conclusions to 
be drawn about the value or otherwise of parallel federalism. It does suggest that the 
Commonwealth has much to learn as the key player in this service delivery process. 
 
It is very difficult to argue against the introduction of a new community care program. 
Governments spend a significant amount of aged care resources on residential care, 
despite the universally assumed preference of individuals to remain in their own 
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homes. The thesis also demonstrates the importance of scrutinising policy even 
when it involves such a desired outcome – an increase in funds for community aged 
care. Whilst it may be unrealistic, given the fiscal power of the Commonwealth, a 
process which ensured all potential new community aged care programs were given 
a ‘coordination and implications’ test or assessment prior to implementation could 
help in evaluating possible duplication, conflicts or inconsistencies. The process 
could be extended to a ‘rural implications’ assessment as well.  
 
This thesis has focussed on service delivery models and approaches. However at the 
end of the thesis it is appropriate to remember the service recipients. The lives of 
community aged care services recipients can be greatly enhanced by a relatively 
small amount of additional resources. The interviewees provided many examples of 
creative service delivery to illustrate this point. The need to provide recipients with 
the best service possible given the resources available creates “both a moral and an 
economic imperative” (Fine, 1997, p. 1) to address some of the issues revealed in 
the thesis. 
 
This chapter concludes with a diagram which summarises the way in which the 
program is constructed, and the implications of that construction for service delivery 
discussed in this chapter.  
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Figure 9.1 A summary of the findings and their implications 
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Chapter 10:  
In conclusion 
 
This thesis has been titled ‘Unwrapping Packages’, a metaphor which implies 
removing coverings in order to reveal what is inside.  As the CACPs program 
emerges from its rhetorical wrappings it is revealed to be a program full of 
contradictions; a program where the rhetoric of the policy documentation and the 
experience of service delivery are very different.  A program where it is hard to work 
out what, or whose, goals are really being met. 
  
It is not the intention of this thesis to disparage the case management and brokerage 
model of service delivery, the quality of services delivered to recipients of the 
program, or the commitment of everyone involved from the Commonwealth 
bureaucrats to the case managers. The best efforts of all involved are undermined by 
the design of the program and the lack of thought regarding possible consequences 
of this design prior to its rapid expansion in the late 1990s. This service delivery 
model reflects other agendas and unstated goals, which have impacted on the 
program’s ability to achieve its own goals, and resulted in many internal 
contradictions in its delivery.  
 
CACPs are about meeting complex care needs, yet the amount of brokerage funds in 
a one-size-fits-all model is insufficient to address these needs, especially as they 
increase over time. CACPs are about case management, yet many recipients who 
may need case management are better off staying on HACC services due to cost 
recovery issues. CACPs are about targeting the needs of rural residents, yet the one-
size-fits-all model does not address diverse rural needs. CACPs are about providing 
care at ‘low level’ hostel provision, yet workers report that many service recipients 
have much higher levels of need. 
 
Workers and agencies delivering CACPs make the program work in the interests of 
service providers, their agencies and themselves. They make it work through worker 
creativity, dedication and the willingness of agencies to juggle low and high needs 
referrals. The thesis also demonstrates that the workers who deliver the system also 
share and reinforce many of the ideas of the underpinning service delivery model. 
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This does not prevent them from identifying the flaws with the program and the 
consequences of these flaws.  
 
When CACPs are unwrapped it is also possible to see ways in which the program 
could be better delivered. An increase in community care is unlikely to be contested 
when it is proposed. The intrinsic and assumed value of community care carries with 
it an automatic approval. However community aged care programs should still be 
scrutinised to ensure that the proposed program is the most efficient use of 
resources, well integrated with other programs. 
 
An exploration of the construction of the CACPs program reveals that rather than 
considering what would be the best way to deliver community care and discussing it 
with existing stakeholders, a small existing program was adapted and expanded. The 
consequences of that decision have been discussed elsewhere in the thesis. The 
system established during the aged care reform process has been reconstructed 
over time with the Commonwealth government as the key player in community aged 
care, leading the drive to improve the system. It is a pity the Commonwealth did not 
think of some of these issues of coordination and rationalisation before it expanded 
programs such as CACPs, rather than later. 
 
The thesis demonstrates once more that the special needs of rural communities are 
not really considered, even in a program that claims rural recipients to be a target 
group. Just as Australia is an urbanised society, so too most of CACPs service 
provision is in metropolitan areas, and ideas that work in metropolitan Melbourne 
seem to be automatically adopted for Victorian rural areas.  
 
The thesis also demonstrates concerns of workers about the numbers of CACPs 
providers introduced to rural regions. This is not a consistent pattern, and the 
reasons for this confusing pattern of allocations are unclear. However, despite a 
willingness to work with new and state-wide service providers, workers query the 
financial efficiency of the process. In an urban area, with many allocated packages 
this may work quite well. In rural areas it suggests an automatic transfer of one 
model to the rural community. 
 
The delivery of Community Aged Care Packages in rural areas has been discussed 
in greater detail in Chapter 8 and in earlier sections of the discussion chapter. Whilst 
rural service providers identify issues with the service delivery model broadly, they 
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also identify rural specific issues. Just as community care is a small part of an aged 
care system dominated by the costs of residential care; the delivery of Community 
Aged Care Packages is going to be dominated by the provision of care to the larger 
numbers in cities within a highly urbanised society.  
 
However the lack of thought regarding issues in rural service delivery reflects not 
only an urban mind set but also a lack of understanding of community care. 
Community care is about taking services to individuals in their own homes. 
Recognition of the degree and complexity of travel issues should be at the heart of 
planning for community care. In rural areas in particular, travel costs should have 
been at the forefront of planning, not an afterthought many years later. 
 
 It is self evident that CACPs provide services for people in their own homes. 
However there is also a sense in the thesis that policy makers forget that that 
community care also involves delivery of care to people in the places where these 
homes are. In rural Victoria people’s own homes are in a very diverse variety of 
places. Conceptualizing delivery of community care in terms of provision for care in 
the places where people actually live has been absent from the planning for CACPs 
delivery.  
 
Whilst the government could describe statistics about community care in terms of 
numbers helped, or funding per person, they have chosen to use the language of 
residential care, of places (or beds) in residential settings. This relates to legacies of 
residential care provision, but also provides easily identifiable, countable figures for 
targets and comparisons in policy promotion. Providers and funders of community 
aged care also need to remember that it is fundamentally about provision of care to 
people in the ‘places’ where they live.  
 
The delivery of services through a centralised government without a regional level 
bureaucracy also poses long term issues for rural communities. The literature 
suggests that community ownership and involvement is important in the delivery of 
services in rural communities, yet a centralised Commonwealth bureaucracy is far 
distant from local communities and their needs. At times small locally based services 
have been favoured for allocations of packages; at other times larger city based 
agencies have been introduced into rural communities. However, the consequences 
of parallel federalism have seen the rise of state and possibly nation-wide agencies 
as the service delivery arm of the Commonwealth, with the states increasingly 
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sidelined. It is beyond the scope of this thesis to know what this may mean in the 
longer term for rural communities, but it must have implications for local agencies ill 
equipped to negotiate with a far distant central government. This is an area where 
further research is indicated. 
 
This thesis explores one community aged care program in depth. It also looks at 
service delivery approaches, and what their design means for practice. The findings 
support some of the arguments in the literature from the industry, but also challenge 
the value of CACPs continuing in their current form. The thesis also demonstrates 
the way in which policy and practice are linked. Practice reveals what may be 
unstated in policy rhetoric, but also workers adapt programs to make them work, and 
in doing so support the normalised understandings of how services should be 
delivered. Most of all however the thesis sheds light on a deeply flawed program, in 
need of change, and the lack of priority given to rural service provision. The thesis 
has contributed to the knowledge of the aged care sector, and to the limited literature 
which explores the operations of service delivery systems (McDonald & Zetlin, 2004).  
 
There are, however, a number of limitations to the study. Conducting research into 
policy and practice is challenging for any researcher, as access to key political 
information regarding political agendas is limited. The reasons for choices such as 
the rapid expansion of CACPs rather than other models of service delivery, provides 
an example here.  Policy also keeps changing, and any findings can quickly date and 
be no longer useful. 
 
The thesis also focuses on the perceptions of workers delivering the CACPs 
program. It is possible that if other stakeholders were consulted, they may have 
different views. Exploring the views of other stakeholders in rural communities also 
provides an example of a possible avenue for future research. The thesis has also 
not addressed the issue from the point of view of the most significant stakeholders, 
service recipients and their carers. More research that addresses the complex issues 
of getting feedback from vulnerable service recipients in a manner that will yield 
useful data is also indicated.  
 
The thesis illustrates the role of politics, power and place in the delivery of community 
aged care. Packages have been unwrapped and revealed as flawed and as meeting 
other goals than just those mentioned in the formal programmatic rhetoric. The 
oncoming aged care tidal wave is used as a justification for many policy changes; 
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fostering increased personal provision for old age, encouraging  individuals to work 
longer in the paid work force, changing forms of revenue provision and even 
increases in immigration. If this tidal wave is coming, surely using resources to their 
best advantage, and expecting governments to put aside political agendas to meet 
this crisis is also justified. The Commonwealth government needs to think beyond the 
number of ‘places’ per 100 over 70, and think more about what sort of services will 
provide the care that people want and need in the ‘places’ where they live. 
 
If the Australian community is going to ensure best use of these scarce resources, 
planning and cooperation in aged care service delivery is necessary.  If developing 
well coordinated, cost efficient and clearly targeted programs are goals of future 
planning for aged care, the development of the CACPs program surely provides an 
example of what not to do.  
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Postscript (September 2010) 
 
 
This thesis was completed in February 2010, just prior to major political changes 
which could impact significantly on the thesis findings. In mid 2010 all states 
except Western Australia agreed to be part of major reform process regarding 
health and aged care, as part of the National Health and Hospitals Network 
Agreement.  
 
This historic agreement may, if implemented successfully, resolve the issue of which 
level of government is responsible for aged care in Australia, establishing the 
Commonwealth as  “the level of government with full funding, policy, management 
and delivery responsibility for a national aged care system” (Council of Australian 
Governments, 2010, p.4).  
 
This agreement offers the promise of a more consistent, better funded and integrated 
aged care system, with problems associated with cost shifting between state and 
federal governments removed.  Many of the concerns raised by service providers in 
this thesis will still be relevant. The sense of distance from the Commonwealth, the 
perceived lack of understanding of on the ground service delivery, the dominance of 
residential care provision despite the rhetoric of increasing community care, the 
concerns about adequacy of funding  may well still be issues. However the 
agreement also provides the opportunity for a better integrated community aged care 
system with consistent funding arrangements, accountability policies and regulatory 
procedures.   
 
The concerns raised in the thesis about the actual Community Aged Care Packages 
program are not necessarily addressed by this change. Community Aged Care 
Packages have always been a Commonwealth funded and administered program. 
The poor purchasing power of the program, its inability to address the needs of its 
target group of service users, the inconsistency in the allocation process for 
packages, the problems associated with the need to ensure choice of provider in a 
quasi market environment and the lack of recognition of the role of distance in the 
delivery of community care are still relevant.  
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Nonetheless, this agreement remains a great opportunity for improving the delivery of 
community aged care and addressing many of the systemic concerns raised in the 
literature review.   
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End Notes 
 
 
                                            
i The term case management will be used to describe the process of service coordination, advocacy and 
support provided by CACPs service providers to service users, The term does have a variety of 
meanings in different contexts, and the concept of ‘care management’ is often used interchangeably in 
aged care services. 
ii Other target groups for the CACPs program who provide their own services include various culturally 
and linguistically diverse (CALD) groups or Indigenous organisations. Dutch Care, COASIT and 
Rumbalara Aboriginal Cooperative provide examples of CACPs providers in this group.  
iii The Aged Care Funding Instrument (ACFI) has recently replaced the Resident Classification Scale 
(RCS). The ACFI is designed to measure a resident’s need for care rather than the care provided.  
iv Median age is defined as the age when half the population is aged over the median, and half is aged 
under the median. 
v This reference is taken from the 2002 reprinted and amended version of the National Strategy for an 
Ageing Australia, the original was published in 2001. 
vi Aged and Community Care Victoria (ACCV) is now the key peak body for service providers in Victoria. 
It represents a merger of two other organisations, the Victorian Association for Health and Extended 
Care (VAHEC) and the Aged Care Association Victoria. VAHEC no longer exists. 
vii This data base was not always accurate, as on two occasions interviewees mentioned organisations 
within their regions that were not represented on the data base provide by DoHA to the researcher. Two 
possible reasons hypothesized for this discrepancy were a delay in processing data or possibly that 
CACPs were being delivered in one region whilst being allocated to another. 
viii On one occasion a worker was ill and as the researcher had traveled a long distance, agreed to see 
the researcher in their own home. On one other occasion, the interviewee was interviewed in an 
alternative location, as the worker’s office had flooded. 
ix Data from the 2003 list is no longer publically available on the DoHA web site, but has been recorded 
by the researcher. 
x This rate was developed by adding together various supplements for low level care, and can only be a 
very rough guide. 
xi See http://www.health.gov.au/internet/main/publishing.nsf/Content/ageing-subs-supp-current.htm for 
more information on subsidy levels. 
xii The introduction of compulsory competitive tendering in Victoria saw the increasing introduction of for-
profit services competing to deliver HACC funded services in the 1990s in Victoria. Some HACC 
services are now provided by for-profit providers.  
xiii These allocations of packages were a short lived part of the Community Aged care process targeted 
at those in greatest financial need and linked to the National Housing Strategy. 
xiv The Australian Institute of Health and Welfare (AIHW, 1995) indicates that CACPs packages were 
established in 1992 under the Aged or Disabled Persons Act 1954.  
xv The ARIA scale is the Accessibility / Remoteness indicator of Australia. Victorian scores can be found 
at http://medicareaustralia.gov.au/provider/aged-care/files/vic_aria_scores.pdf   
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xvi To ensure consistency between data sets, data from the 2006 Aged care services list has been 
used.  Current data from the DoHA service list can be found at 
http://www.health.gov.au/internet/main/publishing.nsf/Content/ageing-rescare-servlist-download.htm  
xvii This includes Villa Maria although their packages are identified in the Commonwealth data base as 
being allocated to a metropolitan region. In fact they operate out of  Northern Hume in Wangaratta.  
xviii This data base was found to be inaccurate when visits were made to regions, reflecting an ongoing 
research problem in making sense of data bases which appeared to contradict each other. This is 
possibly due to packages being formally allocated in one region, and delivered in another. 
xix Geelong is defined as a major city in the AGSC index.  
xx Boundaries of service delivery target areas were sometimes difficult to define for some services; 
however the Commonwealth data base classifies communities in terms of the AGSC remoteness 
classification, and this classification was used in this table. 
xxi Queensland is the exception here, with only 48.6% of packages delivered in major cities. 
xxii These data do not include services which operate in Barwon–South-western which are classified as 
being part of a major city (Geelong), but may be delivered in rural areas. Baptist Community Care and 
the Brotherhood of St Laurence provide examples here, suggesting that the percentage of state-wide 
services operating in the region is underestimated.  
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List of Appendices 
 
A .Semi-structured interview frame work 
 
The letter sent to interviewees and the set of questions that formed the basis of the 
semi-structured interview are provided in this appendix.  
 
 It should be noted that one of the original questions, developed from preliminary 
discussions with stakeholders, related to the transfer of beds from residential settings 
to community care places(see Appendix A). None of those interviewed considered 
this issue to be relevant to their agencies, and so no data were collected on this 
topic.   
 
B. Example of data coding of an interview 
 
This appendix provides an example of the coding process used to classify and link 
data. It proved extremely difficult to get printed versions of  documents with coding 
stripes to print from the version of NVivo used in this thesis, and consequently the 
image is poor. However all data and coding are available for perusal if required as a 
saved data base in the NVivo program. 
 
It is also important to note that NVivo was largely used for data management and 
retrieval in the early stages of the analysis process in the thesis (see Chapter 5). 
 
C. Map of Victoria showing the aged care planning regions. 
 
This appendix provides a map of Victoria showing the locations of the aged care 
planning regions discussed in the thesis. 
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Appendix A 
Semi-structured interview frame work 
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Appendix B 
Example of data coding of an interview 
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Appendix C  
 
Map of Victoria showing the aged care planning regions 
relevant to the thesis 
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